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GUERITE R. HERTZ, Ph.D., who is Clinical Professor 
of Psychology at Western Reserve University and 
Coordinator of Training in Psychology at Cleveland 
Psychiatric Institute and Hospital; IRA FRIEDMAN, 
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tions at Rutgers-The State University and member 
of the graduate faculty in Sociology. He read a 
paper on “Some Problems of the Doctor and Nurse 
in Industry” before the 13h International Congress 
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The results of a survey of in-plant medical facilities 
in New Jersey (a part of the study from which the 
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1961. 
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were: LAWRENCE K. NorTHWooD (Ph.D., University 
of Michigan, 1953), an Associate Professor at the 
School of Social Work, University of Washington, 
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segregation; and RHODA L. GOLDSTEIN (Ph.D., Uni- 
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a consultant to the Disaster Research Group of the 
National Academy of Sciences-National Research 
Council and is a Fellow of the Gerontological Soci- 
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sons As Disaster Casualties,” which appears in this 
issue, represents a “marriage” of interests. 
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is ROBERT H. DOVENMUEHLE, M.D., who is Research 
Co-ordinator for the Study of Aging in the Duke 
University Medical Center. In this article, he con- 
siders the meaning of the rehabilitation of older per- 
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realizes, he is comparing groups that do not repre- 
sent a true cross-section of either the hospital or the 
community, he still accomplishes his purpose of indi- 
cating a picture of some of “the major disabilities” 
the aged “are apt to suffer” and “the kinds of 
strength and energy they have left with which to 
cope with the effects of major illness,” whether in 
the hospital or the community. 


The papers by Dr. Dovenmuehle and Helen Tur- 
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of the Aging sponsored by the Department of Eco- 
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MENTAL PATIENTS AND CIVIL RIGHTS: A STUDY 
OF OPINIONS OF MENTAL PATIENTS ON SOCIAL 
AND POLITICAL ISSUES 


Marguerite R. Hertz, Ph.D. 


Ira Friedman, Ph.D., Albert Paolino, Ph.D., 
and Gladys Friedman, M.A. 


In recent years, the stigma of mental ill- 
ness has been markedly reduced. There is 
little doubt, however, that many remnants 
of these old attitudes remain, and mental 
patients are frequently regarded en masse as 
incompetent and irresponsible individuals. 
Often, these patients are conceived of, even 
by mental health professionals, as incom- 
plete persons, without connectedness to, or 
involvement in, a social world. As a conse- 
quence, the mental hospital patient is fre- 
quently denied civil rights which include the 
right to enter into contracts, to marry or get 
divorced, to drive, and to vote. To the extent 
that such denials are actual protections for 
society and/or for the mentally ill individual, 
they represent sound applications of demo- 
cratic principles. If they are founded on ir- 
rational prejudices, they violate both science 
and the democratic ideal. Perhaps, more im- 
portantly, the lack of confidence society man- 
ifests toward the mentally ill individual may 
make it difficult for him to have confidence 
in himself or belief and trust in others. In 
this respect, such restrictions hinder his re- 
habilitation. 


OBJECTIVE OF THE STUDY 


It is important then, to evaluate the sound- 
ness of the restrictions placed upon the men- 
‘al hospital patient. The present study rep- 
resents an approach to this problem, focus- 
‘ng on opinions with their obvious implica- 
tions for voting behavior. We know that 
many patients in mental hospitals read news- 
dapers, listen to radio and television, and 
ire not unmindful of a variety of current 


events. Although numerous studies have been © 
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reported on the influence of various areas 
of communication on the opinions of speci- 
fied groups of people,’ no studies have fo- 
cused on the extent of these influences on 
opinions of the mentally ill. We know, fur- 
ther, that many students of government have 
expressed serious doubt about the ability of 
the ordinary citizen to make astute decisions 
on important social and political issues, but 
there have been no recommendations to de- 
prive this group of the voting privilege. No 
study has been made of the ability of men- 
tal hospital patients to form reasonable opin- 
ions on public matters, but not many ques- 
tion the voting restriction for this group. 
The objective of this study is to shed light 
on the extent to which many patients hos- 
pitalized for mental illness may be suffici- 
ently intact to be entrusted with the voting 
privilege. 


PROCEDURES 


In the present study, an opinion question- 
naire was prepared and administered to a 


1. Paul Lazarsfeld, “Communication Research and 
the Social Psychologist,” Current Trends in Social 
Psychology (Pittsburgh: University of Pittsburgh 
Press, 1951). Howard E. Freeman, et al., “News 
Commentator Effects: A Study in Knowledge and 
Opinion Change,” Public Opinion Quarterly, 19 
(1955), 209-215. William J. Bell, “An Example of 
Changing Views of a Control Group,” Public Opin- 
ion Quarterly, 19 (1955), 91-96. Gardner Murphy 
and Rensis Likert, Public Opinion and the Individu- 
al (New York: Harpers, 1938). Melvin M. Tumin, 
“Exposure to Mass Media and Readiness for De- 
segregation,” Public Opinion Quarterly, 21 (1957), 
237-251. William J. MacKinnon and Richard Cen- 
ters, “Social-psychological Factors in Public Orien- 
tation toward an Out-Group,” American Journal of 
Sociology, 63 (1958), 415-419. 
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group of patients hospitalized at a short 
term intensive treatment center in Cleveland, 
which admits mostly younger adult, non- 
chronic, psychotic patients, and to a “nor- 
mal” control group of mental hospital em- 
ployees. The focus of the study and the an- 
alysis of responses were designed to ascer- 
tain whether differences exist between the 
emotionally unstable patient group and the 
control group: (1) in the degree of interest 
in public affairs and current events as de- 
termined by general responsiveness to the 
questionnaire, (2) in opinions expressed on 
current social and political issues, (3) in the 
extent of political participation, and (4) in 


preferences for potential presidential candi- 


dates. 
The Sample 


The experimental group consisted of 220 
patients, 100 male and 120 female; the con- 
trol group, 110 employees, 50 male and 60 
female. The experimental and control groups 
were matched for age, education, race, and 
sex, and did not differ significantly in these 
characteristics. 

The mean age for the patient group was 
34.6 years; for the employees, 34.9 years. 
The patients had gone to school an average 
of 10.7 years; the employees, 10.9 years. 
Standard deviations from the means of age 
and educational achievement were very sim- 
ilar for both groups. Similarity of the groups 
in racial characteristics was maintained with 
almost twice as many Whites (65 per cent) 
as Negroes (35 per cent) in each group. 
These data indicate that matching was ade- 
quate for age, race, education, and sex. 

In addition, since all subjects were drawn 
from the greater Cleveland area, differences 
due to mass media influence were minimized. 
Further, since the center (in which the sub- 
jects were studied) is a state facility which 
attracts patients primarily from lower socio- 
economic levels, and since the control group 
was selected almost exclusively from the non- 
professional staff, the groups may be judged 
to be roughly of the same social class. Sig- 
nificant differences were obtained, however, 
between the patient and employee groups in 
marital status: married, patients 39, em- 
ployees 55 per cent; single, patients 43, em- 
ployees 33 per cent; widowed or divorced, 








patients 18, employees 12 per cent. These 
differences were more pronounced in males 
than in females. It is also important to point 
out that the differences between the study 
sample (particularly in sex and race) and 
a representative sample of the United States 
and/or of the voting public should be kept in 
mind to avoid inappropriate generalizations 
from the results obtained. 


The Questionnaire 


The questionnaire consisted of 82 items 
representing social and political questions 
of the moment. Space limitations preclude 
the presentation of the questionnaire as it 
was given to the subjects, but the 82 items 
on which the data in Table 1 are based are 
given in the table in abridged form in order 
to identify the issues on which the subjects 
were asked to express their opinions. For 
the most part controversial issues were 
selected. Many items represented views ex- 
pressed by newspaper, radio, and television 
commentators, government officials and oth- 
er public figures. These included statements 
made by President Eisenhower, Vice Presi- 
dent Nixon, former President Truman, Sena- 
tors Symington, Humphrey, and Kennedy, 
Governor Rockefeller, T. Keith Glennan, 
Norman Thomas, Walter Lippman, and oth- 
ers. Names were omitted however, so that 
the respondents would not be biased by loy- 
alties or antagonisms, or by prestige and 
status. 

Questions permitted a choice of three an- 
swers, “yes” indicating agreement with the 
statement, “no” indicating disagreement, and 
“undecided.” Identifying data were requested 
including name, sex, age, marital status, 
schooling (last grade), and occupation. Sim- 
ple instructions were printed on a top sheet. 

Every attempt was made to simplify the 
statements, to make them clear and mean- 
ingful, and to make the language compre- 
hensible to the study sample. There is little 
doubt, however, that, for some patients and 
employees alike, some of the concepts in- 
volved in the items were difficult. Further. 
some of the patients and controls might wel! 
have been overwhelmed by the presentation 
of so many issues and may have withdrawn 
into the relative security of indicating ‘“un- 
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decided” or of not answering at all. Since 
many of the patients and controls used the 
two procedures indiscriminately, it was de- 
cided to combine the two categories “unde- 
cided” and “blank,” and consider them as 
one category, “undecided.” This category 
may reflect genuine lack of decision, failure 
to understand the question, lack of informa- 
tion, or unwillingness to respond. 

The timing of the presentation of the ques- 
tionnaire was important. It was adminis- 
tered to all subjects during the period of 
March 7-11, 1960, after the visit of Khrush- 
chev to the United States, after the Presi- 
dent’s “State of the Union” message to Con- 
gress, and after several television talks to 
the American people. It was after the set- 
tlement of the steel strike and after the ex- 
posure of the television “fix” quiz programs 
and “payola.” But, it was prior to the U-2 
incident, the breakdown of the planned sum- 
mit conference, the Republican and Demo- 
cratic nominating conventions, and the pres- 
idential election. Thus opinions were sought 
from patients and employees at a time when 
there was considerable public debate on na- 
tional defense, missile power and space pro- 
grams, and on relationships with Soviet Rus- 
sia. Similarly it was at a time when impor- 
tant national issues were being discussed in 
preparation for the 1960 election. 

Keeping in mind the objective of deter- 
mining whether the patient group differed 
significantly from the control group in de- 
gree of responsiveness to political and social 
issues or in the manner or mode of response 
to these issues, we analyzed the data in terms 
of: (1) the degree of responsiveness to the 
questionnaire by items, (2) intragroup dif- 
ferences in the number agreeing or disagree- 
ing with the items'as presented, (3) inter- 
group differences in patterns of response, 
(4) voting behavior of the two groups in the 
last ten years, (5) party affiliation, and (6) 
presidential preferences. 


2. Other important comparisons, not included in 
the present report, involve the investigation of: 
(1) group differences in the consistency of opin- 
ions in terms of liberal and conservative leanings, 
(2) the relationship of opinions to factors such as 
age, sex, education, and race, and (3) whether dif- 
ferences exist between voluntary patients who re- 
tain the right to vote and probated patients who 
are denied the voting privilege. 


OUTCOMES 


Responsiveness 


The percentage of each group responding 
to each item is presented in Table 1. Some 
items elicited fewer responses than others 
from both patients and employees. The pro- 
portions of patients responding to separate 
items varied from 52 to 93 per cent; of em- 
ployees, 45 to 93 per cent. The median per- 
centage of ‘responses given by patients was 
77 per cent; by employees, 76 per cent. The 
only items to which the two groups re- 
sponded in significantly different propor- 
tions were 1, 8, 17, 41a, 44, and 53d.° These 
comparisons indicate that the patients were 
as responsive as the employees to the issues 
with which the questionnaire was concerned. 
No one may conclude that the patients in 
this ‘‘sample” should be excluded from the 
franchise on the basis of difference from the 
control group in responsiveness. The patients 
were more responsive than the employees 
to five of the six items designated above. 


Agreement and Disagreement 
Within Groups 


In the light of the objective of this study, 
it is important to discover the degree of 
agreement or disagreement within each 
group on the issues presented in the 82 
items. Do patients agree or disagree on vari- 
ous items indiscriminately or consistently? 
How do they differ from the control group 
in this respect? Is opinion equally divided 
among them on all issues, or is agreement 
with, or opposition to, a question highly var- 
iable with the issue? If so, do patients an- 
swer some questions affirmatively together 
and other questions negatively together? Are 
they capable of consensus? How do patients 
compare with employees in this respect? 

An inspection of the arrays of data in 
Table 1 (columns 3 and 5) leads to the ob- 
servation that patients are capable of voting 
together for or against an issue with con- 
siderable consistency. If one counts the num- 
ber of issues on which the patients gave like 
responses by departing at least eight per- 
centage points in the same direction from a 


3. Employing chi square, P<.02, <.05, <.01, 
<.001, <.01, and <.02 respectively. 
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Table 1 


Differences in Responsiveness, Direction of Opinion, and Patterns of Response to Items in the Questionnaire 








Percentage 





Item to Which the Patients (P) and Responding Agreeing Disagreeing 





Employees (E) Responded 





The U.S. and allies have strength to prevent war 
The U.S. should recognize Red China 

Red China should be admitted to the U.N. 

If need be, the U.S. should go to war over Berlin 
Russia now wants to be more friendly with the U.S. 
Khrushchev is sincere when he says he 

a. Does not want a major war 
b. Does not want to conquer the U.S. 

c. Wants to reduce all armaments 

Khrushchev’s visit caused a false sense of security 
The U.S. should disazrm at this time ; 
Russia proposed general disarmament because she 

a. Wanted to make a good impression on the world 
b. Rates manpower below weapons 
c. Needs more manpower for her farms and factories 
The U.S. should try to be more friendly to Russia 
The U.S. should encourage more mutual visiting 
The U.S. should encourage exchange of students 
Less money should be spent on foreign aid 

More money should be spent on foreign aid 
Aid to allies helps our defense program 
The U.S. should be concerned with hunger and slavery abroad 
American is the strongest military power on earth 
America is the richest nation in the world 
The U.S. is second to Russia in military strength 
The U.S. should promote the exploration of space 
In rockets and space exploration, we are behind 
Russian sputniks have aided her world position 
Our science is not as good as Russian science 
Our space program should be handled by the defense department 
Scientists should handle our space-missile programs 
We are behind Soviet military achievements because 

. We have not invited aid of our best scientists 

. We have too many bureaus, too much red tape 

. We have too much rivalry of Army, Navy, Air Force 
. In democracy, research is less effectively organized 
e. Too much self-interest among Americans 

The U.S. is strong enough to repel a Soviet attack 
Congress should make bigger defense appropriations 
Nuclear weapons should be banned 
The U.S. should repel attack with chemicals, germs 
The draft should be abolished during peace time 
In order to balance the budget we should reduce 
. Foreign aid 
. Foreign military assistance 
. Appropriations for missiles and space exploration 
Defense appropriations 
Federal aid to farmers 
. Health and welfare appropriations 
. Appropriations for roads and highways 
. Appropriations for low cost housing 
i. To balance budget we should increase taxes 
It is not possible to balance the budget at this time 
Growing inflation would justify federal price controls 


am hp ao op 
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Table 1—Continued 


Differences in Responsiveness, Direction of Opinion, and Patterns of Response to Items in the Questionnaire 








Percentage 





Item to Which the Patients (P) and Responding Agreeing Disagreeing 
Employees (E) Responded : ago Po i | siptgede 








35. The rising cost of living has been caused by 

a. Big business taking more profits 
b. Labor demanding higher wages and more benefits 
ec. Union power pushing up labor cost and prices 
Workers have the right to collective bargaining 
Corruption and violence in labor unions should be abolished 
Labor management disputes are handled poorly 
Deadlock disputes justify governmental interference 
Such controls are justified to protect the public 

The settlement of the steel strike 

a. Was a good one for the country 

b. Will mean an increase in prices in 1961 

c. Makes steel’s*meeting foreign competitions less easy 
d. Was a political fix to strengthen Republicans 
State aid for education, housing, hospitals is right 
The states themselves should handle these problems 
The U.S. should go on purchasing surplus crops 
Everybody in the world should have freedom 

All peoples have a right to own form of government 
U.S. has given people accurate picture of defense 
Children are exposed to too much violence on T.V. 
The fixed television quiz programs were wrong 

It is wrong to deceive an audience on television 

We get the best television this country can produce 
Government should control morals of TV programs 
These criticisms of the American people are justified 
. There is too much emphasis on comfort, luxury 

. Luxury is sapping the courage of Americans 

. Too much showmanship not enough leadership 

. Business, labor, bureaucracy have operated smoothly 
. There is a general breakdown in patriotism 

. Smugness makes us indifferent to world events 

It is worthwhile to attend political meetings 
People vote for candidate for his race or religion 
People vote against a candidate for these reasons 





50-50 division of opinion, he will find 64 Agreement of the Two Groups 
instances out of 82 in which this departure 
occurred together. Such concerted depart- 
ures are unusual in national elections! In 
only two instances was patient opinion more 
evenly divided than in the very recent (No- 
rember 8 tan) reidenial econ, The and 6) reveals that patients and. employee 
from a 50-50 division of opinion in the same departed together from a thes division of 
direction 62 times by as much as 8 percent- opinion toward agreement with the issues as 
age points; i.e., 58 per cent or more for, or stated 48 times; in the direction of disagree- 
58 per cent or more against an issue. Thus, ment, 22 times—voting “the same ticket” a 
the two groups are much alike in their ca- total of 70 out of 82 times (rho for agree- 
pacity for decisiveness. ment + .88). In 60 of the 82 issues, the 


The objective of the study makes it par- 
ticularly important to discover to what ex- 
tent patients and employees were in agree- 
ment on the same issues. Further inspection 
of the data in Table 1 (columns 3 and 4, 5 
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responses of both groups departed in the 
same direction from an even division of opin- 
ion by more than five percentage points. No 
further measures are required to validate 
the significance of these striking similari- 
ties. 

In spite of the fact that the groups dis- 
played marked similarities in direction of 
opinion, it seemed important to determine 
whether there were some issues on which the 
degree of agreement or disagreement was a 
visible or marked intergroup variable. The 
items on which the responses were most 
clearly differentiated are: 1, 3, 4, 5, 6c, 8, 
9c, 13, 21, 30, 31, 32g, 51, and 52. The four 
items which differentiate the groups only 
because of difference in the undecided cate- 
gory were 17, 14a, 44, and 53d. Further, on 
11 of these 14 items, pluralities “for” or 
“against” were in the same direction, with 
both groups being significantly slanted in 
the same direction on 5 items. Taking all 
these facts into consideration, it is not ap- 
parent that highly significant differences in 
patterns of response can be found in the two 
groups. If the questionnaire items were vot- 
ing issues, the observed similarities between 
the patients and the employees reduce the 
possibility that the observed differences in 
our sample would change the outcome of an 
election on almost all issues to the vanishing 
point, i.e., if the population voting were 
limited to the sample. 


Content Analysis 


The similarities between the patient and 
employee groups may be observed over the 
total range of the items of the questionnaire. 
Thus, in expressing opinions on many of 
the items of substantive foreign policy, na- 
tional security, reasons for defense weak- 
nesses, modifications in policy and needs for 
strengthening our defenses, patients respond 
in ways similar to those of the control group. 
In like manner on domestic issues such as 
balancing the budget, controlling inflation, 
and problems in labor-management rela- 
tions, the emotionally unstable group react 
as the controls do. They show the same fair- 
ness in not attributing the increase in the 
cost of living to either business, labor, or 
union power alone. They indicate as do the 


controls, that all these factors contribute. 
They display the same sense of justice and 
fair play in approving of unionism and col- 
lective bargaining, and yet insist on controls 
over labor and management so that the pub- 
lic interest may be protected. In response to 
questions on television, they are similar to 
the controls in their opposition to too much 
violence, fixed quiz programs, and audience 
deception. Finally, in expressing reactions 
to questions involving humanistic values, 
they are just as concerned with starvation, 
sickness, and slavery in all parts of the 
world, and just as altruistic in agreeing that 
every person in the world should have inde- 
pendence and freedom and the right to deter- 
mine his own form of government. 
Differences between the groups can be 
discussed only in terms of the 14 differenti- 
ating items. Here it would be important to 
keep in mind that these differences are based 
on the presence of a number of individuals 
in the patient group whose opinions alter 
the group plurality sufficiently to yield vis- 
ible differences when the patient group is 
compared with the employee group. In addi- 
tion to the fact that more patients feel we 
are getting the best type of television pro- 
gram this country can produce, are more 
willing to accept government controls over 
the morals, standards, and operation of tele- 
vision programs, are more unwilling to re- 
duce foreign aid, and more willing to reduce 
appropriations for roads and highways, one 
interesting and consistent pattern emerges. 
In particular, more patients are oriented to 
perceive the international situation as less 
tense and precipitous than the controls, and 
are more willing to adopt any measures to 
avert war. Thus, more subjects in the emo- 
tionally unstable group are prone to have 
confidence in the capacity of the U. S. to 
defend itself, to prevent the start of a war 
and to withstand a Soviet attack. More are 
unwilling to admit weakness on the part of 
our defenses and to admit that the U. S. has 
fallen behind Russia in any way. More are 
apt to believe in the friendship of the Sovi- 
ets and in the sincerity of Khrushchev in his 
various declarations of friendly cooperation. 
Again, more patients are prone to agree that 
we should not go to war over Berlin and are 
more willing to consider Red China and ad- 
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mit her to the United Nations. Perceiving the 
international situation as they do, and feel- 
ing more secure in the strength of the United 
States’ defense capabilities, more patients 
than employees are willing to abolish the 
peacetime draft and to disarm, suggesting 
that they see less urgency in preparedness. 

The reasons for these differences are dif- 
ficult to ascertain. On the one hand it may 
be that, for some mental patients, their 
emotional reservoir is so drained by their 
personal problems that the relatively re- 
moved and distant international situation 
is divested of emotional charge. In particu- 
lar, hostile impulses which are commonly 
dealt with by repression and/or reaction for- 
mation might well reduce the intensity of 
feeling about Russia, and projected hostility 
involved with close, personal suspicions 
might well provide more meaningful outlets 
for these feelings than the more distant in- 
ternational setting. On the other hand, it 
may well be that some patients, more than 
employees, need security, protection, and an 
unfailing belief in a succoring and omnipo- 
tent. parental figure, the United States, lead- 
ing to the avoidance of reality indications 
which interfere with the satisfaction of such 
needs and the maintenance of. this percep- 
tion. Yet, if reality is brought forth in clear 
fashion and the threat is apparent, the hos- 
tilities of patients become mobilized as evi- 
denced by their greater willingness to permit 
the use of chemical and germ warfare if we 
are attacked. In any event, the consistency 
of these differences suggests that the per- 
sonal needs and emotional makeup of some 
mental patients may conceivably influence 
certain opinions in this consistent direction. 


Voting History and Party Affiliation 


Respondents were asked to indicate 
whether they had voted for a candidate in 
a presidential, congressional, gubernatorial, 
and mayoralty election in the last 10 years. 
For each of these offices, significantly more 
employees than patients indicated that they 
had voted in the last 10 years. An average 
of almost 50 per cent of the patient group 
reported participation in such elections, 
whereas the political participation indicated 
oy employees reached an average of 69 per 


cent. To the extent that the answers were 
accurate statements of fact, it would appear 
that mental patients tended to exercise the 
voting privilege less than the “normal” con- 
trol group. 

Only 54 per cent of the patients and 61 
per cent of the employees revealed their 
party affiliation. One patient claimed mem- 
bership in a political party other than Demo- 
cratic or Republican. Of those reporting an 
affiliation with either of the two major par- 
ties, the patient group was 61 per cent Dem- 
ocratic and 39 per cent Republican, whereas 
the employee group was 66 per cent Demo- 
cratic and 34 per cent Republican. If the 
same results were assumed to obtain for 
non-respondents, both groups could be char- 
acterized as being significantly more allied 
to the Democratic party. 


Straw Polls 


Both groups were polled on preferences 
for presidential nominees from the two 
major political parties. Then, each Republi- 
can candidate was paired with a Democratic 
candidate and respondents were asked to 
choose one of each pair. Republican candi- 
dates were Nixon and Rockefeller. Demo- 
cratic candidates were Kennedy, Stevenson, 
Johnson, Humphrey, and Symington. In all 
polls, employees were significantly less re- 
sponsive than patients, reflecting a greater 
reluctance on the part of employees to make 
known their political preferences. 

Of those who expressed an opinion, there 
were no significant differences between the . 
groups for either the Republican or Demo- 
cratic presidential nominee. Both groups 
showed a marked preference for Nixon for 
the Republican nomination and for Kennedy 
or Stevenson for the Democratic nomination. 

In Table 2, the results of the pairing of 
each Republican candidate with each Demo- 
cratic candidate are presented. From Table 
2 it may be observed that the employees were 
more reluctant to state their presidential 
choices, with a range of responsiveness from 
37 to 51 per cent as compared with the pa- 
tient range from 50 to 68 per cent. Because 
of the reduced number in the sample, par- 
ticularly in the employee group, only excep- 
tionally large differences would be signifi- 
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Table 2 
Straw Poll 








Percentage Patients 


Percentage Employees 





Ticket Responding 


Voting Responding Voting 





Republican Democrat 





Republican Democrat 





Nixon-Kennedy 59 
Nixon-Stevenson 

Nixon-Humphrey 

Nixon-Johnson 

Nixon-Symington 

Rockefeller-Stevenson 

Rockefeller-Kennedy 

Rockefeller-Humphrey 

Rockefeller-J ohnson 

Rockefeller-Symington 


50 49 





cant. The patients’ division of opinion on the 
Nixon-Kennedy pairing proved to be almost 
exactly prophetic of tie division of the pop- 
ular vote in the presidential election eight 
months later. (See Table 2). 


CONCLUSIONS 


The present survey of the political and so- 


cial opinions of a group of hospitalized men- 
tal patients was undertaken to determine 
whether their opinions were unlike those of 
non-patients. The results lend strong sup- 
port to the view that group differences are 
not marked and suggest that the disenfran- 
chisement of mental patients needs careful 
re-evaluation. 

‘In spite of the marked similarity between 
the two groups, one contrast appears worthy 
of further consideration. Our data may of- 
fer some evidence that more patients than 
employees tended to gloss over and to ignore 
international tensions and to feel more se- 
cure in the strength and invincibility of the 
United States. The personal needs of some 
patients may contribute to such a difference; 
but the patients were no less averse to reg- 
istering opinions or expressing an interest 
in political and social issues than the em- 
ployees, although they were less likely to 
vote. 

Finally, the results do not suggest that 


the mental patients in our sample are more 
illogical, inconsistent, or unprepared to ful- 
fill their obligations as citizens than a simi- 
lar group of individuals who are not identi- 
fied as emotionally unstable. The latter con- 
clusion, however, warrants further investi- 
gation. There is no claim that the tentative 
conclusions we have drawn about this par- 
ticular group of mental patients can be ex- 
tended to mental patients in general. They 
would seem to indicate however, that much 
further research is needed to place public 
policy on a surer footing with respect to 
safeguarding both the public interest and 
the civil rights of mentally disturbed persons 
in our society.* 


4. Our conclusions are based on a study of men- 
tal patients hospitalized for short periods of time. 
Results obtained from the study of persons hospital- 
ized for longer periods might well be different. Fur- 
thermore, in our study, no attempt was made to 
examine findings in terms of patient variables such 
as diagnosis, personality dynamics, and _ hospital 
status. These variables may well have an important 
relationship to the results. Finally, the conclusions 
must be regarded as tentative in the light of the 
many unstudied factors about the questionnaire it- 
self. No study has been made of the reliability of 
the items in the questionnaire or the effect of the 
ordering of the questions on the responses to them, 
and no study has been made of the effect of the 
nature of the wording which may be conducive to 
response in terms of agreement or disagreement. 
Again it may well be that on some questions, differ- 
ences are unlikely to occur in our present day na- 
tionalistic world. 
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During the past decade, the interest of 
social science in the nature of the “thera- 
peutic community” has grown markedly. 
Largely because of the disciplinary heritage 
and research inclinations of those who have 
entered this field of specialization, interest 
has focused primarily on a few topics: the 
selection, training, and careers of medical 
personnel; the doctor-patient relationship; 
and the social.system of the hospital. It is 
the purpose of this paper to direct atten- 
tion to an area that has as yet received little 
investigation—medical care within the in- 
dustrial firm through in-plant medical pro- 
grams. 

The observations that follow are based on 
a two-year study of the scope, function, and 
utilization of in-plant medical programs in 
New Jersey.'! The study aims to explore the 
social factors related to the perceptions and 
evaluations of the medical program by man- 
agement, medical personnel, and employees. 
The method consists of a series of case stud- 
ies of firms varying in size and industrial 
process, using techniques of observation and 
interview. 

To date, four case studies have been com- 
pleted in firms ranging in size from 600 to 
3,500 employees, in the chemical, textile, and 
metal-working industries. Almost 100 inter- 
views have been conducted, varying in length 
from one to three hours, with industrial 
physicians and nurses, members of manage- 
ment, employees, and union officials. In ad- 
dition, visits were made to eight firms of 
various sizes and industrial processes, to 
view their in-plant medical facilities, and to 
discuss their operation. Finally, a thorough 
review of the literature in medical and nurs- 
ing journals has been made, to get a feeling 


1. The research has been supported financially by 
U. S. Public Health Grant RG-5572, and has been 
conducted by the Research Program, Institute of 
Management and Labor Relations, Rutgers—The 
State University. 


Rutgers-The State University 
University of Washington 
Rutgers-The State University. 


for the approach taken by both management 
and the medical professions to their joint 
venture. 

The firms used as case studies to date 
were chosen to provide a range of size and 
industrial process. On the basis of a reading 
of the literature and discussions with prac- 
titioners in the field, the cases appear to be 
reasonably typical of what might be expect- 
ed. As will be noted, however, the cases are 
used below, not so much as proof of hy- 
potheses, but rather as a source of examples 
that throw light on particular problems. 


HISTORICAL BACKGROUND 


In 1940, 4,086 physicians informed the 
American Medical Association that they de- 
voted some time to industrial practice. Of 
these, 1,177 were full time.? Other counts 
of the number of industrial physicians be- 
tween 1940 and the present vary from 1,100 
to 2,300 physicians. The proportion of in- 
dustrial physicians —full or part time — 
would seem to be about one per cent of the 
approximately 220,000 physicians in the 
United States today. However, the number 


. of physicians engaged in some industrial 


practice far exceeds those directly in the 
employ of industry or organized labor.‘ For 
each full-time industrial physician, there are 


2. Margaret C. Klem, M. F. McKiever, and W. J. 
Lear, Industrial Health and Medical Programs 
(Washington: Federal Security Agency, Public 
Health Service Publication No. 15, 1950), pp. 207, 
215. 


3. Bernhard J. Stern, American Medical Practice 
in the Perspective of a Century (New York: Com- 
monwealth Fund, 1945), p. 101. 


4. Jean Spencer Felton, “Who Practices Indus- 
trial Medicine?” Industrial Medicine and Surgery, 
26 (1957), 525-535; Earl F. Lutz, “Relationship Be- 
tween the General Practitioner and the Industrial 
Physician,” Archives of Industrial Hygiene and Oc- 
cupational Medicine, 8 (1953), 299-306. - 
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about ten full-time registered nurses. In 
1950, the U. S. Public Health Service listed 
10,796 nurses in their registry as employed 
full time by industry.® In addition, industry 
employs thousands of hygienists, medical 
specialists, physical therapists, and medical 
technicians. 

A further measure of the extent of in- 
plant medical programs is contained in a 
recent report of the National Industrial Con- 
ference Board.* Using a panel of 242 United 
States firms, the report showed that 34.2 
per cent employed full-time doctors. While 
only six per cent of firms employing less 
than 1,000 had full-time doctors, more than 
80 per cent of those with 5,000 or more em- 
ployees had full-time doctors in their em- 
ploy. Further, more than 95 per cent of the 
firms replying reported a minimum of one 
full-time nurse. In a survey conducted in 
New Jersey as a part of this study, of 625 
returns, two-fifths reported some medical 
personnel, that is, a doctor or nurse, or both. 
Of those with medical personnel, just 13 per 
cent reported full-time doctors, but 80 per 
cent of firms employing 4,000 or more em- 
ployees had full-time doctors. Finally, 93 per 
cent of firms with medical personnel em- 
ployed at least one full-time nurse. It seems 
safe to suggest then, that a minimum of 
four-fifths of American firms employing 
5,000 or more have medical programs, while 
probably an equal proportion of firms with 
1,000 to 5,000 employees have a full-time 
nurse and at least a part-time doctor. 

Employer-sponsored in-plant medical fa- 
cilities in the United States have a variety 
of antecedents.’ One source is industrial hy- 
giene.* In turn, the industrial hygiene move- 


5. M. C. Klem, M. F. McKiever, and W. J. Lear, 
op. cit., p. 227. 

6. National Industrial Conference Board, Inc., 
Company Medical and Health Programs (New York: 
N.I.C.B. Studies in Personnel Policy No. 171, 1959), 
pp. 42-43. 

7. These few paragraphs are not intended to be 
a comprehensive review. An excellent source is 
George Rosen, A History of Public Health (New 
York: MD Publications, Inc., 1958). See particularly 
pp. 419-439. 

8. Herman M. and Anne R. Somers, “Industrial 
Safety and Health in the United States,” Industrial 
and Labor Relations Review, 6 (1953), 475-496. See 
p. 485 ff. 


ment has ties with public health extending 
back over a century, representing part of 
the general struggle to deal with community- 
wide health problems. One result of agita- 
tion for factory reform was the creation of 
a specialized staff to represent the public 
in the inspection of factories, and within 
the plant, for the education and care of the 
work force as well as for the prevention of 
accidents and disease. While doctors were 
rarely involved in factory inspection, the 
process of inspection helped to create an 
awareness of health problems created by 
industrial processes. 

Two other developments at the work site 
are largely responsible for the growth of 


-industrial medicine as a specialty, and for 


in-plant medical programs. One was the de- 
velopment of the compensation concept, that 
the employer is liable for accidents at the 
place of work, without any proof of fault 
on his part. As compensation work devel- 
oped into a composite of medicine, law, and 
human relations, an increasing proportion 
of doctors found it advantageous to special- 
ize. On the other hand, to protect themselves 
from exhorbitant insurance rates and medi- 
cal bills, employers found it advantageous 
to establish medical facilities of their own. 


The other important development was the 
extension of collective bargaining to include 
the so-called fringe benefits. There has been 
a significant spread of plans for broad medi- 
cal coverage of the work force by insur- 
ance, and through the provision of extensive 
health services by industry based on clinics 
and hospitals. Again, larger firms found it 
worthwhile, in the face of increasing cost 
involved, to establish minimum preventive 
facilities within their own plants. 

Professional associations of medical prac- 
titioners with special interest in industrial 
problems appeared in 1888 with the Ameri- 
can Association of Railroad Surgeons and 
the American Association of Industrial 
Physicians and Surgeons (now the Indus- 
trial Medical Association) in 1915. How- 
ever, the development of professional inter- 
est in industrial medicine was not rapid in 
no small part because of the attitude of the 
profession itself. It was not until 1937 that 
the Council on Industrial Health was cre- 
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ated as a standing committee of the A.M.A. 
“to assist the physician individually and 
through the agencies of medical education 
to enlarge and improve his contribution to 
the health of the industrial worker.’ 

The analysis below will be concerned with 
in-plant medical programs employing a mini- 
mum of one full-time registered nurse. It 
will focus on certain aspects of problems 
arising out of the institutional arrangements 
within which the medical function is per- 
formed, the norms of the social system of 
the firm and the sub-system constituted by 
the medical facility, and the problems of 
status. It should be remembered that the 
focus on strains and problems is not to be 
taken to imply that these are characteristic 
of the relationship being studied. 


THE INSTITUTIONAL SETTING 


The medical practitioner and nurse in in- 
dustry are not in their traditional habitat. 
Their role as strangers in the business world 
is pointed up by the convention of nomen- 
clature. Accountants and physicists, for ex- 
ample, are not referred to with an “indus- 
trial” prefix, but industrial physicians and 
nurses are so specified. Not only do doctors 
and nurses have alternative sites at which 
to perform their professional roles, but the 
alternative—the hospital—is their usual in- 
stitutional base of operations. Moreover, both 
doctors and nurses have highly developed 
codes of ethics which run counter, at some 
points, to the business ethic. Consequently, 
while in industry, they may not be of it, 
and their loyalty to the firm is subject to 
question. 


Problems of Line and Staff 


The doctor or nurse in charge of a medi- 
cal facility stands in the same relationship 


9. Council of Industrial Health, Journal of the 
American Medical Association, 114 (1940), 573. 

10. For example, Robert K. Merton, “Role of the 
‘ntellectual in Public Bureaucracy,” Ch. 6 in Social 
Theory and Social Structure (Glencoe: The Free 
Press, 1947); Melville Dalton, “Conflicts Between 


Staff and Line Managerial Officers,” American So- 


clological Review, 15 (1950), 342-351. 


to the hierarchy of authority as does the 
expert to the bureaucrat, or the staff to the 
line organization.’° Involved, at one level, 
is the conflict between those who have the 
power to advise, and those who have the 
power to accept and implement advice, or 
to reject it. At another level, is the clash 
between those with loyalty to a specific firm 
(“provincials’), and those who, because of 
their training and occupational identifica- 
tion, are thought to have a divided loyalty, 
an alternative source of rewards (“cosmo- 
politans’’). 

The case of the physician has unique char- 
acteristics, however. To the extent that the 
expert can use his standing in the commu- 
nity status system as a source of leverage, 
the doctor is in a relatively strong position 
by virtue of the high rating accorded the 
occupation of physician. At the same time, 
though his area of concern—the health of 
the work force—may not be a salient con- 
cern for management, it is an area cloaked 
with an aura of mystery, and as such brings 
special authority to those who dare to dab- 
ble in it. Put in other terms, the medical 
professional has established a near monop- 
oly over the practice of medicine. Only duly 
certified members are sanctioned by the 
state and society to perform those services. 
Thus, the physician in industry, by his ac- 
knowledged and unshared right in this field, 
comes potentially to have a significant source 
of power within the firm. 


In this sense, the nurse in charge of a 
medical facility is in a relatively weaker po- 
sition. She brings with her from the com- 
munity far less standing to be utilized as a 
source of power and authority. Similarly, 
she and her employer are acutely aware that 
she is not licensed to practice medicine and 
therefore need not be accorded authority 
commensurate with such a license. Thus, one 
finds a significantly different distribution 
of authority over the medical function, de- 
pending on whether it is directed by a doc- 
tor or nurse. 

Viewed structurally, the amount of au- 
thority delegated to the person in charge of 
an in-plant medical facility is reflected in 
the level of the administrative hierarchy to 
which this individual reports. Generally, the 
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larger the firm, the higher the officer to 
whom the person in charge reports and, re- 
ciprocally, the greater the manifest author- 
ity of the medical person. For the same size 
firm, a doctor in charge will tend to report 
at a higher level than a nurse. Given this 
principle, one can observe the deviation in 
specific cases, and search for reasons and 
consequences. In virtually all instances, the 
chief medical person will report to the per- 
sonnel department or its equivalent, from 
the vice-president in charge of personnel in 
the largest firms to the chief personnel of- 
ficer in smaller ones. In one firm, the medi- 
cal officer, a doctor employed full time, re- 
ported to the second-in-command in person- 


nel, a younger man with a multitude of gen- — 


eral duties. This arrangement suggests a 
power relationship in which the medical di- 
rector might be expected to have severely 
limited authority. 


In this connection, it is interesting to note 
the career problems facing the industrial 
physician. Aside from other considerations 
of importance, the structural arrangements 
are such that, except in the largest firms 
with in-plant facilities varying in size in 
different plants or subsidiaries and with a 
central facility in the home office, there is 
no upward line of mobility within the firm. 
While experts in other areas may be pro- 
vided the incentive of promotion to higher 
corporate responsibility, it is unlikely that 
such a prospect is available to a doctor and 
it may have no meaning for him. However, 
it would seem that the industrial physician’s 
not being a participant in this competitive 
process could have a negative effect on the 
exercise of his authority. Alternatively, it 
may be that his “disinterest” will give him 
a position of neutrality from which to exer- 
cise influence he might not otherwise have. 


Power and Authority 


An important clue to the authority of the 
chief medical person is to be found in the 
handling of individuals returning from ab- 
sences of more than a few days for illness 
or injury. Good practice requires that such 
persons be checked through the medical fa- 
cility prior to returning to the job. In one 


firm studied, the time cards of such persons 
were turned over to the medical department, 
so that returning workers reported there 
first of necessity. On the other hand, in a 
firm with only a full-time nurse, such per- 
sons were found to report to the personnel 
department, where they received their time 
cards. The nurse obtained follow-up infor- 
mation for the individuals’ files by informal 
contact at the work place. Where the au- 
thority of the chief medical person is lim- 
ited, some functions normally assigned to 
the medical facility may be performed by 
non-medical personnel. 

The administration of medicine within in- 
dustry is complicated by another aspect of 
the institutional arrangement. As Parsons 
has noted, there is a variety of ways in which 
service can be organized in terms of the 
relationship to the customer or client.1! The 
lawyer and the engineer employed to pro- 
tect the interests of the firm are usually 
remote from the parties ultimately affected 
by their work. The physician, however, comes 
into intimate and frequent contact with the 
recipient of the service, his patient, who is 
also a fellow employee. In Parsons’ terms, 
the recipient of the service is an operative 
member of the service-producing organiza- 
tion. There is a peculiar and complex rela- 
tionship between the. physician and his su- 
perordinate, the physician and his patients, 
who are also fellow employees, and these 
patient-employees and the superordinates 
common to both doctor and patient. In ef- 
fect, in dealing with his patients, the doctor 
brings to bear authority drawn from two 
sources—his occupation as doctor and his 
position in the administrative hierarchy of 
the firm. In both instances, however, the 
physician is in a staff or advisory relation- 
ship to the employee-patient and can only 
recommend specific behavior, either to the 
patient or to someone in a line relationship 
to the patient as employee.! 


11. Talcott Parsons, “Suggestions for a Sociologi- 
cal Approach to the Theory of Organization, I,” 
Administrative Science Quarterly, 1 (1956), 63-85. 

12. The military physician undoubtedly has simi- 
lar problems. His .uthority over non-officer patients 
is reinforced by his status as officer; but his 
authority as physician over patients of higher mili- 
tary status is weakened by his subordinate status. 
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What kind of control does the doctor have 
over the employee-patient? In' private prac- 
tice, the physician is often faced with the 
problem of the patient who declines to fol- 
low a therapeutic routine, or who does not 
follow it completely. The doctor can per- 
suade, cajole, shame, or threaten the patient, 
but cannot force him to follow medical ad- 
vice. If therapy fails because of the intransi- 
gence of the patient, the physician is nor- 
mally relieved of any burden of professional 
incompetence. In the industrial setting, the 
problem is somewhat different. As suggested 
above, the doctor cannot compel the em- 
ployee-patient to do what is best for him, 
unless it concerns a matter of injury sus- 
tained on the job. At the same time, he may 
be held responsible for holding down absen- 
teeism, for reducing time lost for accidents 
and so on. In this sense, he is held responsi- 
ble for the behavior of the patient, a factor 
over which he has limited control. However, 
the doctor’s role as an officer in the firm 
puts him in a position, to some degree at 
least, to affect the occupational fate of his 


fellow employees. Thus, the intransigence 
of the employee-patient may be weakened 
by the knowledge that the doctor has the 
power ultimately to declare him physically 
unfit for his job. 


The extent to which the doctor can en- 
force his medical advice is largely a func- 
tion of the attitude of management, and his 
personal relationship to the employees, For 
example, in one firm studied, the medical 
department had launched a “weight control” 
program. Individuals found to be excessively 
overweight at the time of their periodic ex- 
amination were given diets and other assist- 
ance to reduce their weight. Participation in 
the program was voluntary. Yet the nurses 
kept after those in the program, phoning 
them when they failed to keep their appoint- 
ments, giving encouragement where neces- 
sary. Among the workers interviewed were 
several involved in the program. They ex- 
pressed appreciation rather than resentment 
at the unusual diligence of the medical staff 
in an area which clearly was subsidiary to 
the core function of the medical department. 
It seems apparent that only in a situation 
where the medical department has the full 


confidence of both management and the em- 
ployees could such a program be started and 
have any chance for success. 

The problem of control is potentially more 
acute in the case of the industrial nurse in 
charge of a medical facility without the pres- 
ence of a part-time or full-time physician. © 
She, too, operates as a technical expert, but 
without the status and prestige of the physi- 
cian, and without the protection of a pro- 
fessional association as strong as the A.M.A. 
In addition, she is a woman in a man’s world, 
performing a function defined as woman’s 
work. In her relations to the line organiza- 
tion, she has minimal power to maintain her 
professional independence or to use her pro- 
fessional competence as a basis for enforcing 
decisions. Consequently, she may be under 
considerable pressure to forego aspects of 
her professional self-definition. She may 
be required to type menus for the cafeteria, 
provide services to top management that are 
prohibited to employees by company policy, 
or be given to understand that if employees 
too often pursue their legal rights following 
injury on the job, this will be taken as a 
failing on her part. The evidence in hand, 
however, suggests that the skillful nurse is 
in a position to win the confidence of the 
employees and, given long tenure during 
which she comes to know many of them well, 
may acquire corsiderable influence on the 
basis of such personal relationships. Her in- 
fluence with management then derives from 
the strength of her relationship with the 
employees. 

The position of the physician or nurse in 
the administrative hierarchy is a function 
not only of the institutional arrangements, 
but also of the normative system of the en- 
terprise, that of the in-plant medical depart- 
ment, and the nature of the fit between the 
two. The relevant norms and values and their 
inter-relationships will be examined below. 


INDUSTRIAL AND MEDICAL GOALS AND NORMS 


Parsons has noted the limitations imposed 
on a social system by its inclusion in a 
broader social system.'* The system of medi- 


13. Parsons, op. cit., p. 67. 
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cal care, as practiced in an industrial setting, 
is governed by the norms and goals of the 
broader setting and is restrained from stress- 
ing values and goals inimical to the larger 
system of which it is a part. Thus, the in- 
dustrial physician and nurse operate in an 
institutional setting which, unlike the hos- 
pital, is not designed for their convenience, 
is not subject to their control, and has estab- 
lished norms that threaten some of their 
own. The overlay of medical and business 
norms and goals, because of the contrasts, 
permits a heightened appreciation of each, 
but poses difficult problems for the medical 
administrator." 


The Definition of Goals 


In simple form, the goal of an enterprise 
is to produce goods or provide services at 
a profit. There have always been employers 
who have taken a broad humanitarian view 
of the welfare of their employees but, by 
and large in-plant medical facilities are the 
consequence of legislation concerning health 
and safety in the work place. The large ma- 
jority of employers seem to define the goals 
of their medical program as including (1) 
screening for physical fitness prior to em- 
ployment and, to some extent, for job place- 
ment; (2) providing first aid and emergency 
care in the event of accidents or job-related 
illness; and (3) reducing and preventing ac- 
cidents and lost time, usually in cooperation 
with a safety program." 

The industrial physician, potentially, is 
subject to a number of cross pressures in 
defining his goals. The employer is inclined 
to limit the capital investment and operat- 
ing costs necessary to provide medical care, 
not because he is opposed to the care per se, 
but because of an overall feeling that non- 
profit producing staff departments are in- 
ordinately self-centered and less than hum- 
ble in asking for budget consideration. Ex- 


14. The dilemma of the medical director in terms 
of “goals and roles” might profitably be compared 
to that of the research administrator. See Norman 
Kaplan, “The Role of the Research Administrator,” 
Administrative Science Quarterly, 3 (1959), 20-42. 

15. See, for example, A. J. Fleming, C. A. D’Alon- 
zo, and J. A. Zapp, Modern Occupational Medicine 
(Philadelphia: Lea and Febiger, 1954), p. 25. 


ternal to the firm, the A.M.A. is concerned 
that industrial physicians do not have unfair 
access to patients in competition with gen- 
eral practitioners. Consequently, the A.M.A. 
has sought to establish norms whereby (1) 
workers will be referred to their own physi- 
cians for care they would normally receive 
from their own doctors, and (2) industrial 
physicians will not add to their personal 
practice by referring employee-patients to 
themselves.'® 

The Industrial Medical Association takes 
essentially the same position. However, the 
public health movement, with its broad con- 
cern in health education and conservation, 
tends to view the in-plant medical facility 
as an excellent outpost from which to un- 
dertake broad programs of health education, 
early detection, personal hygiene, and so on."? 
As one author has noted, “As working weeks 
grow shorter and the employee spends a 
greater proportion of his time away from 
the plant, the home and community environ- 
ment takes on a new importance. With the 
rapid rise of so-called leisure time, for ex- 
ample, workers create for themselves off- 
the-job hazards that would make plant man- 
agements shudder if these hazards existed 
in the plant . . .””4* Consequently, he argues, 
industry must be concerned with the health 
of their employees on a community-wide 
basis. 

These, then, are some of the pressures 
working on the industrial physician as he 
seeks to set a course for himself and his 
staff. In the cases studied, accommodation 
has occurred, sometimes as the result of 
turnover in staff, sometimes as the result 
of a meeting of minds, at some point on a 
continuum from minimum to maximum serv- 


16. American Medical Association, Council on In- 
dustrial Health, “Scope, Objectives and Functions of 
Occupational Health Progrsms,”’ Journal of the 
American Medical Association, 164 (1957), 1104- 
1106. 

17. See Lee Janis and M. I. Roemer, “Medical 
Care Plans for Industrial Workers and Their Re- 
lationship to Public Health Programs,” American 
Journal of Public Health, 38 (1948), 1245-1253; 
Robert C. Page, “Industry Calls on the Doctor,” 
Harvard Business Review, 31 (1953), 109-117. 

18. Homer N. Calver, “New Challenges in the 
New Industrial Era,” Industrial Medicine and Sur- 
gery, 26 (1957), 84-89. 
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ice. Where friction persists, as it evidently 
does in a number of instances, the source of 
difficulty is often defined by management 
as stemming from an unwillingness on the 
part of the medical staff to consider the cost 
of their services.’® In these circumstances, 
the medical staff tends to see the problem 
as provoked by management’s desire for “‘cut 
rate’ medicine, and an effort to apply cost 
methods in an area where they are not rele- 
vant. 


One problem discussed at some length in 
the literature, and referred to occasionally 
in our interviews, concerns the length of 
time it should take a worker to recuperate 
from a given illness or operation.”° Related 
problems are how long an employee should 
be assigned to restricted work (and how re- 
stricted it should be), how much physio- 
therapy should be expended on sore arms, 
legs, and backs, and how much time should 
be used in counselling—giving medical in- 
formation, advice, and even a mild form of 
therapy (“holding their hands’). Accord- 
ing to the literature, and there is some cor- 
roboration of this in our study, employers 
tend to feel that, because of the insurance 
structure and the “humanitarian” ethic of 
physicians, the total company cost of prop- 
erly meeting individual numan needs has 
low visibility. At the same time, the diffi- 
culty of estimating savings derived from hu- 
man “preventive maintenance,” or its direct 
relationship to continued or increased pro- 
duction, and an unwillingness to translate 
health matters directly into economic equa- 
tions are likely to put the physician on the 
defensive in relation to highly cost-conscious 
management. Since the medical facility has 
no “income” against which its costs can be 
allocated, the chief medical person is likely 
to have budget problems similar to those 


19. James M. Dent, Employee Health Services: A 
Study of Managerial Attitudes and Evaluations 
(Ann Arbor: University of Michigan, Institute for 
Social Research, September, 1957), p. 101. 


20. Allan J. Fleming, “Return to Work After 
Surgery—An Industrial Study,” Journal of Occupa- 
tional Medicine, 1 (1959), 581-534; Harvey J. Saf- 
feir, “The Duration of Surgical’ Convalescence as In- 
dicated by Insurance Statistics,” Journal of Occupa- 
tional Medicine, 1 (1959), 535-536. 


traditionally associated with staff depart- 
ments. 


The Use of Medical Records 


There are a number of norms, indigenous 
either to business or medicine, that may cre-. 
ate problems in the relationship between the 
medical staff and the management. One of 
some significance concerns the nature of the 
relationship between doctor and patient with 
reference to the use of medical records. The 
doctor in industry is predisposed to main- 
tain these records as confidential, based on 
the well-established principle of the privi- 
leged nature of doctor-patient communica- 
tion. To the employer, these records may 
appear to be a valuable source of data for | 
decision-making on job transfers, new as- 
signments, or promotions. Management ac- 
knowledges the existence of the norm of 
privacy for the doctor-patient relationship, 
but some employers are reluctant to define 
the relationship within industry as being of 
the same order of privilege. The evidence in 
the literature and our case studies suggests 
that in the larger firms, with sizeable fa- 
cilities and a well-established staff, the medi- 
cal norm is accepted, and the doctor controls 
the information that is transmitted as well 
as the form of its transmittal. In the smaller 
firm, with a nurse in charge, the personnel 
department is more likely to have relatively 
free access to the records. It is in the middle 
range of this continuum, where the physi- 
cian and the management are engaged in 
seeking to establish the primacy of indige- 
nous norms, that the friction is likely to be 
most severe.7! 

The problem of medical records may be 
viewed analytically from another perspec- 
tive. The importance of a staff function to 
a firm is in some measure determined by 
whether management has access to the serv- 
ices or data supplied by the staff department 
from any other source. To the extent that 
management is dependent on the staff de- 
partment for intelligence in a particular 
area, be it financial statistics or employment 
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records, that department will acquire power 
and prestige vis-a-vis other departments in 
the firm. It may be hypothesized, therefore, 
that every staff seeks a way in which to keep 
its files confidential, in the sense that it is 
the sole guardian of their contents, the only 
people authorized to handle the material, or 
transmit it to others. In these terms, the 
chief medical person, intentionally or not, is 
playing the game of internal enterprise poli- 
tics. And while he may be regarded as an 
outsider for many reasons, the area over 
which he has jurisdiction has significant 
prestige in our society, and weighs heavily 
as an asset in this particular struggle. 


The Definition of Illness 


As suggested earlier, there tend to be sig- 
nificant differences in the definition of ill- 
ness and health by the physician and his 
employer, stemming from totally different 
sources in the business and medical tradi- 
tions. Thus, there is considerable concern 
in the relevant literature with “malinger- 
ing,” that is, excessive trips to the medical 
facility for maladies of dubious existence. 
In some ways, this behavior may be viewed 
as analogous to the well-known shop phe- 
nomenon of ‘“‘goldbricking.”?? Such behavior 
is frowned upon by management because it 
represents time lost from production for 
which the employee is paid as though he 
were producing. In part, this represents a 
traditional administrative problem. But it 
raises a more basic question: Are there cir- 
cumstances under which management will- 
ingly pays for so-called “lost time,” and if 
so, how does management distinguish be- 
tween legitimate and illegitimate lost time? 

At an earlier point in industrial develop- 
ment, workers were paid only for time 
worked. All absences, for illness, vacations, 
holidays, and so on—were at the expense 
of the industrial worker. In time, under the 
pressure of changing societal norms and 
power relationships, industry came to accept, 
as legitimate, circumstances under which 
an individual is paid, in part or in full, when 
in fact he is not producing anything. For 

22. Donald Roy, “Quota Restriction and Gold- 
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Sociology, 57 (1952), 427-442. 








example, there is “down time,’ when pro- 
duction is lost because of materials short- 
age or equipment breakdown for which the 
individual worker is not responsible. There 
are rest periods and vacations with pay. 
Certain union officers will be paid as though 
they were working, although they spend full 
time on union business. Each of these inno- 
vations came to be considered legitimate 
only after considerable resistance on the part 
of management to the changing definitions. 
In this context, the vehemence with which 
many persons in upper levels of manage- 
ment view time lost in trips to the medical 
facility for “aspirin” as illegitimate may be 
interpreted (if we accept “malingering” as 


_an illness) as an incident in the struggle to 


control the rate at which new practices are 
added to the list of acceptable “lost time.” 


On the medical side, the problem may 
be viewed in an entirely different context. 
Strong support is given the “counselling” 
function of the industrial doctor and nurse 
—a willingness to listen to the worker’s com- 
plaints and family problems and provide sup- 
port that may enable him to deal with his 
emotional problems and remain effective at 
work. Implicit in this approach is the under- 
standing that individuals visit doctors for 
other than traditional “medical” reasons. 
Despite the spread of scientific and popular 
information on human relations skills and 
psychosomatic illness, the employer is in- 
clined to view with suspicion the expendi- 
ture of time for counselling (‘coddling’’) 
workers. 

At the same time, by accepting the coun- 
selling function as legitimate, the doctor 
may be under less pressure to scrutinize the 
validity of the patient’s physical complaints. 
Field has indicated that the Soviet physi- 
cians distinguish four categories of claim- 
ants for medical dispensation, ‘‘(1) individ- 
uals obviously in need of medical care, (2) 
individuals who think they need medical care 
(hypochondriacs), (3) malingerers, and (4) 
individuals who make a direct plea to the 
physician for a medical excuse on non-medi- 
cal grounds.’”? Doctors in industry, as do 
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doctors in general practice, evaluate and 
deal with these types of patients differently, 
depending on their attitudes to psychology 
and psychosomatic medicine, their knowl- 
edge of the individual patient, and their 
relationship with management. While pri- 
vate physicians may derive considerable in- 
come from catering to those who need ‘‘coun- 
selling” rather than the more traditional 
medical care, the industrial physician does 
not. Indeed, he is under pressure to reduce 
the time lost from work for visits to the 
medical facility. Though he may personally 
feel strongly that such time is well spent 
and will in the long run reduce absenteeism 
and even accidents, he may receive little sym- 
pathy from a management imbued with 
“practical” notions of individual responsi- 
bility and rigid definitions of good and ill 
health. 


THE PROBLEMS OF STATUS 


Ben-David distinguishes three types of 
status for the physician related to three 
roles: (1) his institutionalized role—to treat 
the sick according to scientifically approved 
methods—as part of the general occupational 
system of the society; (2) his role as part of 
the professional system, depending on the 
scientific standards of his work; and (3) his 
role with patients and their judgment of 
him.” Thus the physician has a generalized 
status in the society, status among his col- 
leagues related to his scientific skill, and 
status with his patients, producing esteem 
based on a personalized relationship. The 
industrial physician has an additional source 
of status, his role in a business firm, which 
in turn may be a consideration in determin- 
ing his status among colleagues. 

In terms of his general and colleague sta- 
tus, the industrial physician is not in an 
enviable position. The stereotype of the 
company doctor—the incompetent protected 
from competition by his sinecure in a dis- 
pensary hidden away in some unimportant 
corner of the firm—is still to be found, 
though our interviews indicate it to be held 


24. J. Ben-David, “The Professional Role of Physi- 
cian in Bureaucratized Medicine: A Study in Role 
Conflict,” Human Relations, 11 (1958), 255-274. - 


by a small minority of employees. Industrial 
medicine has low status in medical schools 
and little encouragement is given to special- 
ization in this area. While there is now a 
medical specialty society for industrial phy- 
sicians and a board of specialization, late 
emergence places industrial medicine low 
among the several fields of medicine. Nor 
is there unanimity as to the need for such 
a specialty. Finally, public health, the field 
to which it’ is most closely allied, also en- 
joys little prestige. 

The peculiar characteristic of the doctor- 
patient relationship within industry serves to 
make it less than the usual source of status, 
prestige, and esteem.*> For one thing, the 
industrial physician tends to have a low sta- 
tus clientele—men in work clothes. Indus- 
trial medicine is identified with manual work 
and accidents under unpleasant conditions.”¢ 
White-collar people use in-plant medical fa- 
cilities sparingly, and in many instances, 
executives not at all. Secondly, the industrial 
physician has no control over the selection 
of his clientele. In private practice, he is 
required to serve all who need him, but 
mechanisms to discourage unwanted ethnic 
groups, type of cases, night calls, and so on, 
are highly developed and widespread. The 
industrial physician (unless he has a pri- 
vate practice completely separate) is a cap- 
tive of the entrepreneurial environment, 
serving whatever clientele is provided. His 
status as a salaried employee reduces his 
independence in more than the economic 
realm. 

When brought into the firm, the indus- 
trial physician is accorded a status on the 
basis of management’s estimate of what is 
his proper station. This estimate is com- 
pounded from management’s view of the 
physician’s general status, his status in the 
profession, the status of other firms if pre- 


25. A full discussion of the doctor-patient rela- 
tionship within industry as well as the nature of 
the sick role in this context has been relegated to 
another paper. 

26. In England, the “industrial physician” is one 
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Practice in England Today: A Reconnaissance,” 
Lancet, 258 (1950), 555-585. 





268 JOURNAL OF HEALTH AND HUMAN BEHAVIOR 


viously employed, and the firm’s existing 
status structure. Management may or may 
not see a dilemma posed by the high status 
of the occupation in general, and the low 
status of the particular specialty. The for- 
mal status accorded the physician by fixing 
his place in the administrative hierarchy 
may correspond to the informal assessment, 
or may be above or below it. The personal 
characteristics of the physician—his person- 
ality and skill, his ability to increase the sa- 
liency of the medical function in the eyes of 
management, or his inability to produce the 
unrealistic results anticipated—will count in 
the continuing process of redefining his sta- 
tus within the firm. But in the industrial 
context, the physician ‘will tend to be evalu- 
ated not only in terms considered appropri- 
ate by the community at large, but also in 
terms of values indigenous to the enterprise, 
values that may not be wholly acceptable to 
the physician. Such disparities in the image 
of the self, and of the self by others, lay the 
basis for misinterpretation of behavior and 
consequent dissatisfaction. 


CONCLUSION 


The comments made here are tentative, 
arising out of reflection upon data already 
collected, and are intended both to illumi- 
nate and to provoke thought and research 
endeavors. Relatively little is known concern- 
ing the process by which doctors come to 
practice industrial medicine, a low status 
branch of the medical family, and the extent 


to which they remain in the field. Since it 
is a form of practice that is little advocated 
in schools of medicine, it would seem to be 
more a function of the fortunes of the 
medical career than deliberate occupational 
choice. The problem is different for the in- 
dustrial nurse, in that comparisons with the 
main stream of nursing are not nearly as 
invidious. 

The problem of the doctor or nurse in 
industry may be approached in a variety 
of ways. The industrial physician may be 
viewed as belonging to a category of sal- 
aried physicians—a status sufficiently dif- 
ferent to raise problems for medical prac- 
titioners and employers as well. Or such phy- 
sicians may be thought of as one example 
of participants in a variety of subsidiary 
medical systems—the industrial medical sys- 
tem, the military medical system, and so on. 
Finally, the problem may be approached in 
the context of the “professional person in 
the bureaucratic organization,” as has been 
suggested by Solomon.?7 Whatever the ap- 
proach, the further investigation of the in- 
dustrial physician seems to promise valuable 
returns within the field of medical sociology 
and, beyond that, in the general area of the 
sociology of organizations. In this connec- 
tion, a comparison of the relations between 
the medical department and line manage- 
ment, with those between the legal or other 
staff departments and management, might 
prove fruitful. 
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OLDER PERSONS AS DISASTER CASUALTIES* 


H. J. Friedsam, Ph.D. 


Although most studies of disaster have 
been concerned in one way or another with 
victims, surprisingly little systematic atten- 
tion has been given to that most striking of 
victims, the casualty. So far as the writer is 
aware, no one has undertaken to do even a 
thorough demographic analysis of the dead 
and injured of any major disaster. The near- 
est approach is his own analysis! of the data 
on dead and missing persons in Hurricane 
Audrey, which classifies them in terms of 
place of residence, race, sex, and age. Wal- 
lace? has also classified the fatalities of the 
Worcester tornado by age and sex, and 
Moore and Crawford’ offer some data, par- 
ticularly on injuries, for the Waco and San 
Angelo tornadoes. Limited data on direct and 
indirect casualty effects of World War II 
bombings are given by Titmusst and The 
United States Strategic Bombing Survey.® 
Apart from these, most references to casual- 
ties are either gross summations of the total] 
number of dead and injured, or else are 


*This paper is based on a section of a report on 
older persons in disaster which the author has com- 
pleted for and with the support of the Disaster 
Research Group of the National Academy of Sci- 
ences—National Research Council. The author also 
wishes to acknowledge the assistance of the Faculty 
Research Committee of North Texas State College. 
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merely incidental or passing comments. Nev- 
ertheless, in the limited data available there 
is a very clear indication that casualties do 
not occur at random in age terms, but that 
the young and the old, particularly the lat- 
ter, become casualties with far greater fre- 
quency than their numbers in impact popu- 
lations would lead one to expect. 

The age-sex composition of an impact pop- 
ulation can be expected to vary with the 
time-space location of a disaster. For exam- 
ple, the victims of a tornado which strikes 
the central business district of a city will dif- 
fer from those of one which strikes a subur- 
ban residential district. Other things being 
equal, a tornado which strikes a residential 
area between six p. m. and seven a. m. will 
kill and injure more adult males, for exam- 
ple, than if it had struck between seven a. m. 
and six p. m. 

There are a number of characteristics of 
the aged population which will influence the 
percentage of such persons in a victim popu- 
lation. Older people are more likely to be at 
home than younger persons, except for small 
children; hence a disaster striking a resi- 
dential district, particularly during the day, 
may have a disproportionate number of aged 
persons among its victims.* Unpublished data 
from a study of the 1957 tornado in Dallas, 
Texas, by. Moore and Friedsam, for example, 
show that 82.8 per cent of respondents 60 
and over as against 55.5 per cent of those 
under 60 answered “at home” to the ques- 
tion, “Where were you when the tornado 
hit?” Conversely, a disaster occurring pri- 
marily in an industrial or business district 
should number comparatively few older per- 
sons in the victim population. Furthermore, 
as McKenzie? demonstrated long ago, resi- 
dences of the aged are not distributed at 
random through a city. The percentage of 
aged persons in a residential area is to some 
extent a function of the age of the district; 
generally speaking, older areas of the city 
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Table 1 
Age-Sex-Color Distribution of Known-Age Dead and Missing Persons: 
Hurricane Audrey, June, 1957, and of Cameron Parish, 1950 








Known-Age Identified Dead 
Hurricane Audrey 


Age Group 


Known-Age Missing Persons 
Hurricane Audrey 


Age Distribution 
Cameron Parish: 1950 





White Nonwhite 


White Nonwhite White 


Nonwhite 





Male Female Male Female 


Male Female Male Female 


Male Female Male Female 





Under 10 


60 and over 29.3 27.9 


28.1 40.9 27.9 23.8 22.5 
49.0 A7.7 65.1 68.2 69.1 
22.8 11.4 7.0 


27.8 27.9 42.1 23.3 36.6 
10-59 43.1 44.2 47.4 65.1 39.0 
10.5 11.6 24.4 


23.1 26.9 
67.5 65.9 
19 82 9.4 7.4 





Sources: Casualty data collected by author, 1957; population data are from the 1950 census. 


have higher percentages of aged residents 
than do the newer areas. 

Factors such as those just discussed may 
influence the proportion of the aged in an 
impact population; they do not influence the 
relative frequency with which the aged, 
whatever their percentage in the impact pop- 
ulation, become physical casualties. It is, of 
course, only the latter which demonstrates 
the “relative vulnerability,” to use Moore’s 
phrase, of older persons. 


DIRECT CASUALTY EFFECTS 


The data on casualties that resulted from 
Hurricane Audrey in Cameron Parish, Lou- 
isiana, offer a good, although admittedly 
crude, basis for analysis in age-sex terms. 
Table 1 gives the percentage distribution by 
broad age groups of known-age deaths and 
known-age missing persons and the age dis- 
tribution for Cameron Parish in 1950. It can 
be seen that the percentage of casualties be- 
tween the ages of ten and fifty-nine was less, 
the percentage under ten slightly greater, 
and the percentage sixty and over consider- 
ably greater than the percentages reported 
for these age groups in the Census. 

It is true that the percentages of nonwhite 
casualties sixty and over exceed the popula- 
tion percentages by very little, and in one 
case, “missing nonwhite females,” the casu- 
alty percentage is actually a little lower. 
However, it is altogether likely that the casu- 
alty data for the aged nonwhites are unreli- 
able. In Atégust, 1957, when these data were 
collected, there were still 121 unidentified 
dead of whom 91 were Negroes. Although it 
obviously cannot be proved, it is reasonable 


to assume that the “shortage” of known-age 
deaths among the older nonwhite population 
is due to this fact. The same explanation can 
be offered for the similar “shortage” of older 
nonwhite missing persons; only two white 
persons of unknown age were reported as 
missing whereas eleven Negroes were so re- 
ported. 

For the reason just given, consideration 
of nonwhites is eliminated in Table 2. This 
table converts the relationship of population 
and casualty data into an index for each of 
the white age-sex groups. The indexes were 
derived by dividing the casualty percentage 
for each age group by its population percent- 
age and multiplying by 100. Although this 
procedure is open to the criticism that the 
population data are for 1950 while the casu- 
alty data are for 1957, it is exceedingly 
doubtful that the age structure of the par- 
ish had changed much in this seven-year 
period, and it is at least reasonably certain 
that it had not changed enough to alter the 
significance of the indexes. 


Table 2 


Age-Sex Indexes of White Persons Dead and 
Missing: Hurricane Audrey, Cameron Parish, 
June, 1957 








Age Group Dead Missing 





Male Female Male Female 


Under 10 117 124 153 125 
10-59 63 64 57 71 
60 and over 371 340 309 278 








Presented in this fashion, the “relative 
vulnerability” of each of the groups is easily 
seen. There can be no doubt of the impact 
of the hurricane on the older population, but 
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what is perhaps most striking is the con- 
sistency of the indexes for each age group. 

Percentages of all known-age deaths at- 
tributed to persons sixty and over in Wor- 
cester, derived from data presented by Wal- 
lace,® are surprisingly close to those for older 
white persons in Cameron Parish. In Wor- 
cester deaths of males sixty and over ac- 
counted for 26.7 per cent of all known-age 
male deaths; for females the percentage was 
21.7. The comparable percentages in Cam- 
eron Parish were 29.8 and 27.9 respectively. 
However, if one combines the data for the 
dead and the missing in Cameron Parish, 
and it is fair to do so, then the difference 


almost disappears. When the two groups of 
data are combined, males sixty and over 


account for 27.3" per cent of the known-age 
dead and missing males, and the percentage 
for females is 25.0. 

Some additional evidence on the direct vul- 
nerability of the aged to a disaster agent can 
be found in Moore and Crawford and in Tit- 
muss. The former found that persons 65 
years of age and over accounted for 4 of the 
9 deaths which occurred in the families of 
their sample. They also found that the high- 
est percentage of injuries occurred in fami- 
lies made up of aged couples. Furthermore, 
the percentage of families “with some mem- 
ber injured” was higher in three of the four 
family types having aged. members than it 
was in the “conjugal type,” which included 
no older person. The percentage of families 
reporting injuries in the fourth family: type 
with aged members was equal to that in the 
conjugal type. Moore and Crawford also cal- 
culated the “average number of persons in- 
jured per total members for each type” and 
found that the averages for each of the four 
types with aged members were higher than 
that for the conjugal type. Of particular 
significance is the fact that the two family 
types having only aged members showed the 
highest averages of all.® 

Titmuss has indicated that older persons 
were admitted to hospitals for treatment of 
injuries due to e--my bombing of England 
in World War II in considerably higher ra- 
tios than were other age groups in the popu- 
lation. His tentative explanation for. this is 


8. Wallace, loc. cit. 
9. Moore and Crawford, loc. cit. 


that fewer old people were evacuated; older 
persons found it difficult to take shelter dur- 
ing the raids, and that there was a greater 
need for hospitalization when the older per- 
son was slightly injured.'® 


INDIRECT EFFECTS 


Thus far, consideration has been limited 
to primary casualty effects, the deaths and 
injuries resulting immediately from the ac- 
tion of the disaster agent. But there are also 
what Titmuss has referred to as “secondary 
effects,” casualties resulting not directly 
from the action of the disaster agent but 
from intervening conditions produced by that 
agent. Beyond doubt these indirect effects 
are much more difficult to measure than the 
direct effects. However, the literature on 
World War II bombings indicates that they 
are very real and must be taken into account 
if one is to assess the total impact of a dis- 
aster. 

Titmuss is one of the writers most sensi- 
tive to the problem of indirect or secondary 
casualties. In Problems of Social Policy, he 
refers both to the importance and to the 
difficulty of taking them into account. Prob- 
ably his most successful effort to deal with 
them is found in his estimate of the “excess 
mortality” from accidents to children and 
old people in the early years of the war. He 
calculates that, in England, the number of 
“excess deaths during 1939-41 among men 
and women aged over 65 from accidents of 
all kinds” was 4,471.1! He also estimates that 
the number of excess deaths to children, 
0-15, in the years 1940-42 was 2,026. To give 
significance to the total of 6,497 excess 
deaths due to accidents, he points out that 
it amounted to “just over ten per cent of the 
number of civilians directly killed by the 
enemy...” and that it measured “. . . only 
a part of the total mortality from accidental 
deaths attributable to the war.’!* Titmuss 
suggests, also, that chronically ill aged per- 
sons were to some extent excluded from hos- 
pitalization and had to accept lower stand- 
ards of care due to the war-time necessity 


‘10. Titmuss, op. cit., p. 560. 
11. Ibid., p. 334. 
12. Ibid., p. 335. 
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for the hospitals to handle air-raid and 
armed forces casualties, but the possible ef- 
fect of this on mortality is not identified. 

Probably the most systematic attempt to 
assess the secondary effects of disaster is to 
be found in the Strategic Bombing Survey 
report on The Effect of Bombing on Health 
and Medical Care in Germany. Although cal- 
culations of age-specific death rates for vari- 
ous diseases could not be made, a number 
of conclusions were reached which are per- 
tinent to this study. The following quotation 
summarizes the findings with respect to a 
number of diseases which have a relatively 
high incidence among older persons: 


... The mortality from diabetes and cerebral 
hemorrhage decreased during the war years 
and has no relation to bombing. Heart dis- 
ease, on the other hand, was clearly related 
to the periods of air attacks, mortality from 
this complex of diseases having risen follow- 
ing periods of heavy air attacks. Deaths reg- 
istered as due to old age likewise increased 
following periods of heavy bombing. While 
no clear-cut evidence that the number of sui- 
cides rose after air attacks was secured, the 
suicide rate increased markedly following 
several air raids in a number of cities. The 
mortality from pneumonia and influenza also 
increased during those periods after air at- 
tacks.'8 


With respect to heart disease, the report 
indicates that: 


The outstanding effect on the cardiovas- 
cular system resulting from wartime condi- 
tions and especially bombing was a distinct 
rise in the incidence of coronary heart dis- 
ease. Internists uniformly reported that this 
disorder increased during the war years and 
that it was associated with the situations 
brought on by bombing or the threat of 
bombing . . . Coronary thrombosis occurred 
with increased frequency during periods of 
bombing, especially fatal coronary throm- 
bosis among men in their 30’s and older. This 
occurred so frequently it was called “the 
shelter death of the aged.’’!+ 


These deaths and those of “old age” are 
interpreted as reactions to stress. Comment- 
ing on them in relation to the aged the report 
says: 


Old persons, it may be presumed, are well 
taken care of during the periods of bombing 


13. USSBS, op. cit., p. 158. 
14. Ibid., p. 100. 


but are subject to the stress of existence dur- 
ing and following the periods of attacks. The 
unusual strain of such times is undoubtedly 
sufficiently great to cause many old persons 
to weaken and succumb from concomitant 
conditions usually described in the death re- 
port simply as heart disease or as old age. 


The discussion of the impact of strategic 
bombing on hospital care suggests that in 
Germany, as in England, children and old 
people often suffered more than did others. 
The report mentions specifically crowded 
conditions, the necessity to evacuate wards 
and transport patients to air raid shelters, 
and the worsening food situation which de- 
veloped. With respect to each of these a 
greater impact on children and old people is 


-noted. 


Little attention appears to have been given 
to secondary casualty effects in natural dis- 
aster. The study by Moore and Crawford 
shows that the percentage of respondents 
who reported post-disaster illness in their 
families was slightly higher than the per- 
centage reporting pre-disaster illness in the 
two types having aged members only. How- 
ever, in the other two types with aged mem- 
bers a decrease in adult illness was reported. 
Since the latter were intergenerational fami- 
lies, it is not possible to determine from the 
findings given what percentage, if any, of 
the decrease could be attributed to the older 
generation. In field notes, Foley’® has indi- 
cated that two doctors whom he interviewed 
in Cameron Parish approximately a year 
after Hurricane Audrey apparently were 
convinced that the experience had “hastened” 
the death of “some people.” Both doctors re- 
ferred specifically to older persons in this 
context. In neither of these reports is there 
more than the barest impression that there 
may be significant secondary effects on old- 
er persons from natural disasters, but taken 
together they point towards the desirability 
of a future test of such a hypothesis. 


Although additional research is desirable, 
particularly with reference to different types 
of disasters, the evidence reviewed in this 
report strongly supports the conclusion that 


15. Ibid., p. 151. 


16. Albert S. Foley, unpublished field notes, 1958, 
Disaster Research Group files. 
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older persons constitute a “special risk” cas- 
ualty group in both natural and war-caused 
disaster situations. Presently available data 
on natural disasters indicate that older per- 
sons are likely to account for roughly two to 
three times as many direct fatalities as 
would be expected from their percentage in 
an impact population. Available sources on 
injuries and indirect casualty effects do not 
permit quantitative statements of relative 


frequency but are uniform in suggesting a 
higher incidence among older persons. 

It should not be difficult to undertake re- 
search on future disasters which would test 
these conclusions and/or give them a more 
precise statement. Such research might be of | 
immediate, practical value to persons 
charged with the responsibility of planning 
for and administering medical services in a 
disaster. 


HEALTH AND AGING* 


Robert H. Dovenmuehle, M.D. 


Many studies have indicated that the fre- 
quency of chronic illness, in addition to se- 
nescent changes, increases in the later years 
of life. As a result, the health status of per- 
sons over sixty-five has become a major so- 
cial issue of our times. Rehabilitation in such 
a situation assumes major significance. 

However, one can expect certain major 
differences in the goals of rehabilitation with 
the aged, because such goals depend upon 
the general physical and mental condition 
to be expected of the person “normally.” In 
younger individuals, rehabilitation frequent- 
ly takes the form of helping an otherwise 
healthy individual use his energies to over- 
come the impact of limitations that a par- 
ticular health problem places upon him. It 
becomes important with older people to gain 
an adequate picture not only of the major 
disabilities they are apt to suffer, but also 
a clear picture of the kinds of strength and 
energy they have left with which to cope 
with the effects of major illness. 


THE DATA 


The following information is based on an 
examination of 260 actively functioning com- 
munity volunteers over the age of sixty, and 
78 psychiatrically hospitalized people, all 
recently admitted and also over the age of 
sixty. All subjects were given thorough 
physical and neurological examinations as 
well as many laboratory tests. Social and 


Duke University Medical Center 


medical histories as well as psychiatric his- 
tories were also included. 
All of the tools of the medical aspects of 


‘this research examination were pathology 


(or disease) oriented as is common to medi- 
cal research. The investigators were seri- 
ously interested in the functional capacity 
of these research subjects from the begin- 
ning. However, standard tests for functional 
capacity are few in number and very time 
consuming and expensive to perform. What 
was done, instead, was to rate the amount 
of limitation on social or industrial capaci- 
ties that physical illness caused for a per- 
son. This system was based on the system 
that has been used by the U. S. Army and 
the U. S. Veterans Administration for rat- © 
ing disability. The following table (Table 
1) indicates the ratings on this scale. 


Table 1 
Physical Functional Rating 








Rating Percentage of Limitation 





No pathology or limitation 

Disease diagnosis present, but no limita- 
tion of social or industrial function 

20 per cent or less limitation 

20 to 50 per cent limitation 

50 to 80 per cent limitation 

80 to 100 per cent limitation 





*The research data presented came from an in- 
vestigation directed by Ewald W Busse M.D., and 
supported by Public Health Service Research Grants 
H-3582, M-2109, and M-900 from the National In- 
stitutes of Health, Public Health Service. 
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Of the 260 community volunteers 47 were 
entirely free of any disease or diagnosable 
pathology. Another 76 were in no way dis- 
abled, as far as ability to participate in their 
usual social affairs or in the kind of work 
they were used to, although some disease 
could be diagnosed among these cases. Thus, 
roughly half had no disabilities due to the 
presence of physical illness. Only 22 of the 
people in this group were more than 50 per 
cent disabled for the usual kind of social 
and work functions. The remaining 115 per- 
sons had either mild or moderate disability. 

Certain limitations of the study sample 
must be kept in mind in evaluating these re- 
sults. Although the subjects came from both 
the Negro and white race and from both 
upper and lower socioeconomic groups in 
the community, they were all volunteers and 
donated two and one-half days of their time 
to rather rigorous examination procedures. 
Although their motivation to participate in 
this research undoubtedly means that they 
are not representative of the entire commu- 
nity group in this respect, we did tend to 
select those who were actively functioning. 

With this in mind, we can see that the 
study does indicate that many older com- 
munity people do have physical disease caus- 
ing some disability, although in only 8 per 
cent was this disability severe. 

The conditions most frequently appearing 
in these individuals were reduction in hear- 
ing and vision, arteriosclerosis (and its ac- 
companying cardiovascular disease and high 
blood pressure), arthritis, and pulmonary 
diseases such as emphysema and asthma. 

Among these conditions, defects of hear- 
ing and vision are directly correctable in 
many instances. Although the other condi- 
tions can be ameliorated to some extent they 
are not subject to complete reversal as with 
many of the infectious illnesses in younger 
people. 


IMPACT OF PHYSICAL ILL HEALTH 


One of the important considerations of 
physical ill health in the older person is the 
impact on psychological functioning. Our 
studies indicate that community people who 


have disease are more apt to experience feel- 
ings of depression. This is not, however, in 
any way related to the degree of disability 
which they have. 

The mechanism by which this operates 
can best be explained by the change in body 
image that occurs with the presence of 
chronic illness. A younger person who be- 
comes ill is accustomed to experiencing this 
as a very temporary discomfort which will 
in a short time disappear completely. A good 
example would be an acute infection, such 
as influenza. As one grows older, he is faced 
with the fact that bodily reserves diminish 
and, at the same time, strength and resist- 
ance to disease. The kinds of disease proc- 


‘ esses that frequently occur may never dis- 


appear completely even though they don’t 
interfere with function. This kind of change 
in the body is not readily accepted by any- 
one. As an indirect bit of evidence, one could 
quote the many dollars spent each year try- 
ing to stave off or correct the appearance 
of wrinkles or the loss of hair. 

This negative valuation of physical change 
as one grows older is probably culturally 
induced. Many aspects of our daily life re- 
mind us that the smooth and rich skin of 
the younger person, the full thick head of 
hair, the strength and vigor and sparkle of 
youth, with its excess of vitality, all are 
associated with a high degree of esteem. 
Thus, when one loses such attributes, this 
loss is experienced as a reduction in self 
esteem, and feelings of depression are more 
apt to occur. 

As a result, older people are forced to at- 
tempt to remain actively productive in one 
respect or another in order to gain the feel- 
ing of self esteem that comes from produc- 
tive use of energy. This happens at a time 
of life when many people experience a de- 
sire to diminish their activity to correspond 
with their diminishing energy supply. In this 
respect, more realistic community attitudes 
toward physical decline with age and a 
greater appreciation for the wisdom that 
long experience brings with it may result 
in a social position for the older person which 
would lessen this tendency to decrease in 
self esteem. 


PERCENTAGE OF SUBJECTS 
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MENTAL HEALTH 


The group of subjects who were examined 
after admission to a hospital for psychiatric 
reasons was matched by age, sex, race, and 
socioeconomic condition with members of the 
community group of subjects. The following 
figure indicates the psychiatric status of 
each of the groups. 


FIGURE 1 PSYCHIATRIC CLASSIFICATION 
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The two subjects in the hospital group 
classified as normal had recovered after a 
short hospital admission, prior to the 
time they were seen for the research ex- 
aminations. It is important to remember 
that this was a highly select psychiatrically 
hospitalized group. All of the subjects had 
to be able to communicate sufficiently well 
to give adequate social, medical, and psychi- 
atric histories as well as take fairly compli- 
cated psychological examinations. Many of 
the more intellectually deteriorated members 
of the group admitted during this period 
could not be examined and were excluded 
from the research. . 

It will be noted that a small percentage 
of the community group was considered psy- 
chotic, in spite of continued active commu- 
nity function. Also, 40 per cent of the com- 
munity group was without psychiatric symp- 
toms. This is slightly better than figures 
reported for psychiatric surveys by repre- 
sentative sampling of entire communities in 
several areas of the United States. 

Organically determined symptoms of men- 
tal illness account for a large percentage of 
the psychiatric problems in this age group, 


, Cardiovascular disease > a AED 


with depression and hypochondriasis (bodily 
over-concern) being very prominent func- 
tional symptoms. 

When we examined the physical functional 
ratings of the hospitalized and its matching 
community group (see Figure 2) we find 
that there is a significantly greater propor- 
tion of nondisabled people in the community 
group. 

FIGURE 2 PHYSICAL FUNCTIONAL RATING 
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In a previous examination of the dif- 
ferences in physical functional rating that 
occur with age, sex, race and socioeco- 
nomic condition in the community group 
it was found that the socioeconomic con- 
dition and age definitely influenced the 
amount of physical impairment rated, with, 
however, no difference in the pattern of 
illness occurring in each (see Table 2). 


Table 2 


Condition Appearing More Frequently in the Lower 
Than in the Higher Socioeconomic Group 





Conditions Significance 


of Difference 
All Older 70 or More 
Persons Years Old 








Impairment of vision 

Arteriosclerosis PS 

P<.05 
P<.02 
P<.01 
P<.05 


High systolic blood pressure P< . 
High diastolic blood pressure P< . 
Pulmonary disease PAS 





When we turn our attention to differences 
between the matched hospitalized and com- 
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munity groups, however, we find a very dif- 
ferent pattern of disease. 


FIGURE 3 EGG CLASSIFICATION (GIBBS) 
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As can be seen from Figure 3, there were 
significantly more abnormally slow EEG’s 
in the hospitalized group. It has been found 
that this type of disturbance of brain func- 
tion characteristically affects intellectual 
functions quite severely. The percentage of 
such slow abnormalities found in normal 
groups of people is around 13 per cent (the 
same as in the community group). 

. It can also be seen that the community 
subjects have significantly more specific or 
focal abnormalities in the electroencephalo- 
gram, a finding which has been reported by 
Busse, Barnes, and Obrist of’ our group.' 
No clinical significance has yet been attached 
to these focal abnormalities in community 
subjects. 

Because of the clear differences in brain 
wave pattern, special attention was focused 
on neurological findings in t'iese groups. Un- 
fortunately, our program of complete and 
thorough auditory and visual examinations 
was focused on the community group and the 
data were not comparable in the two groups. 
As Figure 4 indicates, however, a diminu- 
tion of vibratory and olfactory sensation 
were significantly greater in the hospital 
group. Any of the neurological signs exhib- 
ited were placed according to their anatom- 
ical origin in the central nervous system, 
and those having their origin in brain areas 
were rated as possible brain disease. There 
is a trend for this to be more frequent in 
the hospital subjects. Tremors and abnor- 
malities of tonus and strength in muscles 
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also appeared more frequently in hospital- 
ized subjects. 


FIGURE 4 NEUROLOGICAL FINDINGS 
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NO SIGNIFICANT DIFFERENCES IN GAIT, ASSOCIATED MOVEMENTS, 
OR REFLEX ACTIVITY. 


Because of previous work reported by 
Obrist and Busse, and Obrist and Henry, 
we were not surprised to find that the hos- 
pitalized subjects had more normal blood 
pressure (see Figure 5). 

This finding is probably partially respon- 
sible for the increase in abnormal EEG‘s 
in the hospitalized group. A high blood pres- 
sure has been found in a wide study of hos- 


1. Other research reports which are related in one 
way or another to different facets of the data here 
compared include the following: Walter D. Obrist 
and Charles E. Henry, “Electroencephalographic 
Findings in Aged Psychiatric Patients,” Journal of 
Nervous and Mental Disease, 126 (1958), 254-267; 
Walter D. Obrist, “The Encephalograms of Normal 
Aged Patients,” EEG and Clinical Neurophysiology, 
6 (1954), 235-244; Ewald W. Busse, et al., “Studies 
of the Processes of Aging: Factors That Influence 
the Psyche of Elderly Persons,” American Journal 
of Psychiatry, 110 (1954), 897-903; Albert J. Sil- 
verman, Edward W. Busse, et al., “Studies in the 
Processes of Aging: Physiologic Influences on Psy- 
chis Functioning in Elderly People,” Geriatrics, 8 
(1953), 370-376; Walter D. Obrist, “Simple Audi- 
tory Reaction Time in Aged Adults,” Journal of 
Psychology, 35 (1953), 259-266; Robert H. Barnes, 
Ewald W. Busse, et al., “The Psychological Func- 
tioning of Aged Individuals with Normal and Ab- 
normal Encephalograms: II. A Study of Hospital- 
ized Individuals,” Journal of Nervous and Mental 
Disease, 124 (1956), 585-593; and Albert J. Silver- 
man, E. W. Busse, et al., “Studies in the Processes 
of Aging: Electroencephalographic Findings in 400 
Elderly Subjects,” EEG and Clinical Neurophysiol- 
ogy, 7 (1955), 67-74. 
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FIGURE 5 BLOOD PRESSURE COMPARISON 
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pitalized subjects to be associated with more 
normal EEG functioning. 

It was also found that more of the hos- 
pitalized subjects were poorly nourished and 
that more of the community subjects were 
rated as obese. Arthritis, joint limitations, 
peripheral venous disease, and pulmonary 
diseases were found to be more frequent in 
the community group. There were no essen- 
tial differences in the occurrence, however, 
of cardiovascular disease, cardiac failure or 
peripheral arterial disease in the two groups. 


IMPLICATIONS 


From these studies it would seem that 
impairment of the nervous system is the 
physical disability most apt to contribute 
to psychiatric hospitalization in elderly peo- 
ple. The generally higher level of physical 
disability would also indicate that physical 


factors can contribute to the decline in abil- 
ity to maintain community functioning. 

It would seem, from these studies, that 
rehabilitative efforts with the aging could 
be a remarkably rewarding field in terms 
of the extensity of the need. It would also 
seem that in many cases multiple disabili- 
ties would have to be dealt with, prominent 
among these being sensory defects of vari- 
ous kinds. As long as the impairment of 
nervous function is not so great that com- 
munity adaptation is impossible, there do 
not seem to be insurmountable obstacles to 
continuing active community functioning. 

Also important is the impact of chronic 
disease on the body image of the older per- 
son. Because of the culturally determined 
nature of body image these changes are un- 
acceptable to many people in our present 
culture and lead to lowered self esteem and 
increased susceptibility to depression. It is 
possible that increased understanding of the 
aging process by society at large, if it is 
followed by the adoption of a more realistic 
attitude toward the changes that are bound 
to occur, may result in reduction of this 
lowering of self-esteem. This would facili- 
tate rehabilitative measures by making avail- 
able more expressive energy. 

Although prevention is not, strictly speak- 
ing, an aspect of rehabilitation, it will prob- 
ably be necessary to adopt different cultural 
dietary patterns in order to cut down the 
prevalence of arteriosclerosis with its seri- 
ous long-range effects on the nervous sys- 
tem as well as on the heart and kidneys. 
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THE PATIENT AS A PERSON IN THE 
TREATMENT RELATIONSHIP* 


Helen Turner 


Aged persons requiring rehabilitation have 
lost many resources for getting along—so- 
cial, physical, psychological, and economic. 
For aging and aged persons who have suf- 
fered acute physical damage, rehabilitation 
goals must be limited in comparison with 
younger patients and costs must be higher. 
Before we can consider their rehabilitation, 
we need to recognize that, in spite of the 
accruals of wisdom and other advantages of 
experience in life, aging as seen by many 
authorities is a time of loss—a decline in 
functioning, in environmental resources, in 
social status, in outlets for pleasure. A sur- 
vey, now in progress, of aged persons in New 
York City has demonstrated graphically that 
aged patients are deprived, depressed, deteri- 
orated—sick, brain-damaged, “kin-wrecked,” 
poverty-stricken, often uneducated individu- 
als who in addition have been emotionally 
disturbed since early life, and exposed dur- 


ing their later life to traumatic experiences." 


*Presented in an Institute on Rehabilitation of 
the Aging, sponsored by The Department of Eco- 
nomics and Sociology, North Texas State College, 
Dallas, Texas, June 17, 1960. Dr. Alvin I. Goldfarb’s 
extensive advice on this paper is gratefully ac- 
knowledged. 

Present concern with our own studies should not 
be taken as lack of appreciation of other important 
studies in similar areas of interest. For example, 
the work of,Bernard Kutner, David Fanshel, Alice 
M. Togo, and Thomas S. Langer, Five Hundred 
Over Sixty: A Community Survey on Aging, (New 
York: Russell Sage Foundation, 1956), is one of 
a number of important studies not to be overlooked 
in understanding the social backgrounds, the atti- 
tudes, the health status, the morale, the social self, 
and orientations of the aged. The Kutner study also 
has an excellent bibliography. In the present paper, 
however, the concern is more with the treatment re- 
lationship. 


1. Alvin I. Goldfarb, “Report on Psychiatric Serv- 
ices for the Aged to the Commissioner of Mental 
Hygiene,” New York State Department of Mental 
Hygiene, December, 1957; and Goldfarb, “Sum- 
marization of Survey Findings from the Office of 
the Consultant on Services for the Aged,” presented 
before the New York State Joint Legislative Com- 
mittee on Problems of the Aging, March, 1960. Both 
reports are mimeographed. 


New York State Department of Mental Hygiene 


Having granted these troubles, it is still pos- 
sible to help aged patients greatly. Even 
where brain damage exists, disorder can be 
reversed; even where impairment is enor- 
mous, the disability can be decreased. 


THE CONCEPT OF TREATMENT RELATIONSHIPS 


Rehabilitation is an approach to the per- 
son as a whole. In restorative medicine, in 


addition to a wide range of programs of med- 


ical care, members of the rehabilitation team 
should have some understanding of good pa- 
tient-therapist relationships and some famil- 
iarity with methods and techniques of main- 
taining them. Useful specific knowledge 
about sound treatment relationships can 
come from other fields with comprehensive 
approaches to the patient, such as, for ex- 
ample, psychiatry or social work. Such in- 
formation about relationships can become a 
factor in physical rehabilitation as it is in 
psychotherapy. Just as physical functional 
improvements can make for improvement in 
social behavior or the emotional state, knowl- 
edge about therapeutic treatment relation- 
ships can make for more effective efforts 
toward physical restoration. 

Tuckman and Lavell,? for example, have 
demonstrated that if fewer patients are 
treated in the same space in a therapeutic 
milieu, when the year is over you have actu- 
ally treated more patients, and treated them 
better, than if you had them all there at the 
same time, and the cost is no greater. A psy- 
chotherapeutic point of view can make for 
administrative profit. 

An environment, or milieu, which is thera- 
peutic cannot be established out of impulses 
of human kindness; administration and per- 
sonnel need to be taught how to establish it 
because it is necessary that they first learn 
to understand patients whose attitudes and 


2. Jacob Tuckman and M. Lavell, “Effect of Re- 
moval of Overcrowding on Patient Movement,” 
Mental Hygiene, 44 (1960), 269-273. 
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motivations are hidden from themselves and 
others. If a method of understanding them 
is learned and if basic services are provided 
in such a way that the patient feels he is 
being understood—and so feels “loved,’”’* you 
have begun to create a therapeutic milieu 
for him. An educated understanding of the 
individual as he feels and behaves in the role 
of patient is therefore important to the total 
program. The treatment relationship be- 
tween doctor and patient rests on this point 
of view. 


THE NEED FOR PSYCHIATRIC ORIENTATION 


A treatment relationship requires at least 
a pair—a doctor and a patient—but a patient 
may turn spontaneously toward a number of 
therapists during a period of time. The 
course of a patient’s physical rehabilitation, 
as we all know, is greatly influenced by his 
feelings toward the therapists, and these 
emotional factors play a part in how well he 
uses the physical aids, regimen, and encour- 
agement he is supplied. The patient’s feel- 
ings about his damaged state which so pro- 
foundly affects his physiology also infuse his 
attitudes towards all who tend and treat him. 
These attitudes, however, are not obvious 
and clear. They are usually hidden, masked 
from both the therapist and himself; yet they 
must be considered in treatment. 

Rehabilitation methods may tend to over- 
emphasize and utilize the therapeutic ’influ- 
ence of the feelings that-arise within groups; 
but the person-to-person relationship of the 
patient with the rehabilitation workers can 
be more effective than morale arising from 
group identification or imitation of fellow 
patients. A patient responds to understand- 
ing and appreciation of himself 'as an indi- 
vidual, and therapists, whether they recog- 
nize it or not, are delegated to special roles, 
one of which is maintenance of a therapeutic 
individual relationship. No matter what else 
one does with a patient, one is always ad- 
ministering psychological treatment, whether 
one intends to or not, and whether one is 
conscious of it or not. Speech therapy, for 
example, is not merely functional retraining 


3. Wilhelm Stekel, Techniques of Analytic Psycho- 
therapy, (London: John Lane, 1950), pp. 402-403; 


but is an interpersonal relationship, an ex- 
perience of achievement for the patient in 
the presence of a respected individual, whose 
approval and returned respect may mean 
more to the patient than the improvement 
in functioning. Rehabilitation is much more 
than retraining or improving the functioning | 
of a disabled person; it is a vehicle for in- 
creasing his self-confidence and self-worth— 
it is, in short, a vehicle for psychotherapy. 

A person who has lost functional abilities 
is inevitably damaged psychologically, and 
usually gives evidences of emotional distress. 
“Impairment in functioning means a loss of 
utility and a loss of pleasure; it is frighten- 
ing and provokes anxiety . . .”* Evidences 
of emotional disturbance, however, may be 
hidden behind behavior that seems adaptive 
—an apparent “bravery,” a virtuous uncom- 
plaining attitude, or seeming earnest coop- 
eration which somehow gets nowhere. But 
whatever happens to their bodies affects 
their emotions. In the aged, physical disorder 
and emotional disturbance are so closely as- 
sociated that psychological treatment may 
produce physical improvement and physical 
care can make for an improved emotional 
condition and behavior.’ Yet ill-conceived 
rehabilitation programs which think of re- 
habilitation in physical terms only and a 
program of treatment which does not recog- 
nize that psychotherapy is part of the treat- 
ment may miss opportunities for success. 

Where physical damage is great, and hope 
for functional recovery seems limited, staff 
members experience feelings of frustration 
and anxiety, or anger and overcompassion, 
which may interfere with their good func- 
tioning. A psychotherapeutic orientation is 
helpful not only to the aged patients but also 
to staff—all those who deal directly with the 
patient. Everyone who works with the pa- 
tient exerts a power of suggestion over him 
for good or bad, and therefore each one 
should be equipped to deal with his duties 
psychotherapeutically. 

4. Helen Turner, “Physical and Emotional Func- 
tioning of Older People—Implications for Social 
Work,” in Toward Better Understanding of the Ag- 
ing (New York: Council on Social Work Education, 
1959), p. 39. 

5. Alvin I. Goldfarb, “Psychiatric Problems of 


Old Age,” New York State Journal of Medicine, 55 
(1955), 494-500. 
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Principles of psychotherapy may be trans- 
latable into the relationship between the aged 
patient and every person who is part of the 
treatment team. Goldfarb has most clearly 
identified and described the psychothera- 
peutic relationship with impaired aged per- 
sons in numerous writings.® We are indebted 
to him for a psychiatric insight which has 
been useful in work with both intact and 
brain-damaged persons. The psychodynamics 
of his treatment method may be explained, 
but the techniques must be learned. 


The first step in understanding what goes 
on between the patient and therapist is to 
recognize that the behavior of patients is 
motivated, even those patients who seem 
sunk in apathy, who refuse to take part in 
programs designed to help them improve, or 
who seem enraged by efforts in their behalf. 
If it is not understood as motivated, nega- 
tivistic behavior may, in turn, anger and be- 
wilder rehabilitation workers by what seems 
to be recalcitrance or a stubborn refusal to 
cooperate. It must be understood that the 
patient is not wilful, but rather is struggling 
for survival. Especially when the psycho- 
physical damage is severe or has almost 
wiped out in one stroke the strength and 
capacities of an older person already living 
on margin, the patient may be panicked into 


6. Alvin I. Goldfarb, “Psychotherapy of the Aged: 
I. The Use and Value of an Adaptational Frame of 
Reference,” Psychoanalytic Review; Goldfarb and 
Helen Turner, “Psychotherapy of Aged Persons: 
II. Utilization and Effectiveness of ‘Brief’ Ther- 
apy,” American Journal of Psychiatry, 109 (1953), 
916-921; Goldfarb and Jack Sheps, “Psychotherapy 
of the Aged. III. Brief Therapy of Interrelated Psy- 
chological and Somatic Disorders,” Psychosomatic 
Medicine, 16 (1954), 209-219; Goldfarb, ‘“Psycho- 
therapy of Aged Persons: IV. One Aspect of the 
Psychodynamics of the Therapeutic Situation with 
Aged Patients,” Psychoanalytic Review, 42 (1955), 
180-187; Goldfarb, “Contributions of Psychiatry to 
the Institutional Care of Aged and Chronically IIl 
Persons,” Journal of Chronical Diseases, 6 (1957), 
483-496; Goldfarb, “Depression, Brain Damage, and 
Chronic Illness of the Aged: Psychiatric Diagnosis 
and Treatment,” Journal of Chronic Diseases, 9 
(1959), 220-233; Goldfarb, “Minor Maladjustments 
in the Aged,” in Silvano Arieti, Editor, American 
Handbook of Psychiatry (New York: Basic Books, 
Inc., 1959), Chapter 20; Allan Rechtshaffen, “Psy- 
chotherapy with Geriatric Patients: A Review of 
the Literature,” Journal of Gerontology, 14 (1959), 
73-84. 


behavior which is designed to demonstrate 
his desperate need for care, but which in- 
stead is often misunderstood as lack of “mo- 
tivation.” To the contrary, the patient wants 
help and is motivated toward getting help. 
Our task is to motivate him to help him- 
self. “A dependent person’s behavior may be 
regarded as oriented toward eliciting aid 
and all his acts may be understood in the 
final analysis as forms of solicitation for 
assistance ...a plea for aid (because of) 
the loss of personal resources-—social, finan- 
cial, physical, or mental.’ 

Rather than ask, “How can we motivate 
the patient?” the therapist might respond 
to his plea for assurances of care, give it, 
and use his ensuing hope im us for his bene- 
fit; that is, toward encouraging maximal 
use of his remaining capacities. He can 
achieve this maximal use by decreasing the 
patient’s disorganizing fear and anger, and 
encouraging him to regard the therapist as 
both ally and parental surrogate whom he 
has dominated or even conquered, and who 
admires the patient’s strength in conquest. 
It is common experience that the patient 
does better if he feels the doctor or therapist 
likes him, because he then desires to please 
the doctor. 


THE THERAPIST AS A PERSON 


People who work with disabled old persons 
need little reminding of how cultural and so- 
cial attitudes affect society’s perception of 
needs and its readiness to meet these needs. 
They may be less conscious of their own 
anxious reactions to old age and to the 
frightening damage they see in their doubly 
disadvantaged patients, reactions which af- 
fect their willingness to involve themselves 
in a personal relationship. The therapist’s 
personally appropriate attitudes or drives 
may be inappropriate or destructive to the 
patient’s therapy. In his own weakness and 
discouragement from time to time, the re- 
habilitation worker may feel deep anger at 
those who expect so much of him, and guilt 
at his own anger. He may try indirectly, 
through “impulsive excessive sentimentali- 


7. See reference 6 above: Goldfarb, “Psychother- 
apy of the Aged: I... .” 
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ties, rationalizations for neglect, or cheap 
conscience-easing gestures,’’® to evade giving 
what is required in treatment—his personal 
support to a frightened, dependent and dis- 
abled patient. 

The situation between patient and rehabil- 
itation worker can be described as an op- 
portunity for the patient to exploit the work- 
er, to milk him of care and attention for 
personal reasons and because of personal 
need; and an opportunity for the therapist 
to utilize the patient’s dependence on him for 
professional reasons and because of profes- 
sional responsibility. A mutual exploitation 
out of personal needs for care or gratifica- 
tion is out of place. 

The therapist must allow himself to be re- 
garded as the strong parent, not out of his 
own need, but out of his technical under- 
standing about the patient’s needs and the 
therapeutic process. It is not necessary to 
like the patient. Good feelings or good inten- 
tions are not enough for the provision of 
good care; one needs knowledge and tech- 
niques to implement good intentions toward 
the patient. If the therapist enjoys what he 
is doing, likes his work, this may be as good 
as liking the patient for purposes of estab- 
lishing a therapeutic relationship. For one or 
the other reason, however, the person treat- 
ing the patient ought to want to help the 
patient. The patient may interpret the ther- 
apist’s behavior to him differently. His re- 
actions to the therapist are clues to the 
progress of the treatment. 4 


THE RECALCITRANT PATIENT 


The term “dependency. relationship” as it 
has come to be used may call up annoying 
overtones which remind the worker of the 
demands of patients which it is the worker’s 
lot to suffer, and which seem to justify irri- 
tation and rejection. 

The patient-therapist relationship is 
steeped in fear and anger, as well as promise, 
for both. Many patients in spite of discour- 


8. Helen Turner, “A Critique of Social Casework 
with Aged Individuals on Public Assistance,” pre- 
sented at Seminars for Field Representatives of 
State Welfare Agencies conducted by Burean of 
Public Assistance, Washington, D. C., February and 
March, 1960. (awaiting publication) 


agement or bitterness are able to act on their 
hope and courage and to maintain a problem- 
solving attitude toward their physical re- 
training. It is the group of patients who 
seem unpersuaded by the obvious benefits to 
themselves of making even the slightest sus- 
tained effort who trouble the worker most, 
and who need a psychotherapeutic approach 
most. Patients do not consciously want the 
unfair handicaps with which they must live 
willy-nilly—handicaps which make them 
loathe themselves, which set them apart 
from the fellow-beings whose direct and in- 
direct interaction with them conveys pleas- 
ure, ideas, recognition, support and under- 
standing—the things which make life sup- 
portable and for which we depend upon other 
human beings. Even so, a patient may cling 
to his disability as the only way he can 
get some attention and concern. The work- 
er’s dealings with him focus on his ugly 
and enragingly implacable functional de- 
rangement which divides him from his fel- 
lows, on an effort to pry him from his only 
way of bidding for some understanding and 
care. He may resist giving up the image he 
has of himself although it is damaged. 

A man with cerebral palsy, a distinguished 
person and a fine librarian, has defined this 
resistance very well: “One’s own personality, 
one’s self, is inextricably intertwined with 
the way one stands, walks, uses one’s hands 
... He feels it . . . will be destroyed if his 
familiar gait, posture, manipulation of knife 
and fork change, even if as others see it they 
improve.’® The damaged patient, oddly 
enough, and to his own surprise when he 
discovers it, may regard the attempts of the 
therapist to improve him as an assault upon 
his integrity. The therapist who appreciates 
these feelings can learn to avoid wrong 
maneuvers intended to redirect or reassure 
which actually only provoke fright. Among 
these maneuvers are suggestions that the 
patient accept his handicap. 

The healthier a person is, the more likely 
he is to integrate his damage into his total 
response to his problems; this total response 
in which he rallies his resources and at- 
tempts to help himself with others and with- 
in himself. One reason why we do not get 


9. A personal communication. 
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patients to accept their deficits is that in 
their striving to remain whole persons, they 
transform these deficits into useful appeals 
for sympathy and assistance from others, 
and into useful restoration of a fall in pride. 
In a way they begin to take pride in their 
very misfortune. They see suffering as vir- 
tue, pain as admirable penance for sin, them- 
selves as martyrs to an unjust and neglectful 
society. It is wiser not to attack these feel- 
ings, because, if the patient gave them up, 
he would be losing that which maintains him 
or gets him something from others in our so- 
ciety. The therapist should ignore these re- 
actions which he may see as resistance, and 
work instead with his patient’s other re- 
sources—help him take pride in his accom- 
plishments and in winning the regard of the 
therapist. If he can increase his patient’s 
sense of accomplishment and gratification, 
the patient will not need to rely on distorted 
ideas about his impairment or on his image 
of himself as a disabled person in order to 
repair his feelings about his own worth, and 
his behavior toward treatment will improve. 
Understanding can make us more patient 
with his periods of depression and his out- 
bursts of frustration, and our realization of 
his feelings can help us feel less personally 
the bitterness and ‘blame he may put upon 
us. 

In short, if the therapist thinks that all 
he needs to give his patient is good advice 
and encouragement to follow it, he may be- 
come bewildered at resistive behavior which 
seems contrary to good sense, which is irra- 
tional and emotionally determined. A psy- 
chiatric orientation to the treatment rela- 
tionship can make sense out of his behavior. 
If we can understand what lies behind irra- 
tional behavior, our own anxieties are de- 
creased and we can guide our actions on the 
patient’s behalf. 


A Case 


A case which illustrates the use of such 
understanding is that of a lifelong seclusive 
misanthrope and alcoholic who had left home 
at 18 because of a scandal, roamed the world 
as a misfit, and three years after he stopped 
working entered a home for the aged at 74. 
In his old age, as probably all through his 


life, he was a chronically angry man. At the 
age of 77, cerebral thrombosis caused a right 
hemiparesis. He blamed his condition on 
medical neglect and inept therapy of an orig- 
inally minor complaint, the inept therapy 
being rehabilitation procedures which he vi- 
olently opposed. He was referred for psychi- 
atric help when he raised his cane to a nurse 
attempting to help him. In his first two very 
brief sessions with the psychiatrist, he was 
interrogated about his angry behavior in 
such a way as to make him feel that his pre- 
conception of the psychiatrist was correct— 
that the doctor was a disapproving, prohib- 
iting, threatening, powerful authority. In the 
third session he angrily denounced the doc- 


_ tors, the home, the nurses, and especially the 


psychiatrist, “who appeared suitably dis- 
tressed, cautiously self-defensive, and semi- 
apologetic without ever admitting that the 
patient was actually right.” After ten min- 
utes it was tactfully agreed the patient could 
leave the interview. 


He departed with an air of righteous in- 
dignation triumphant. For the next few days 
he was relatively silent and cheerful, and 
there were no angry outbursts; his attitude 
was that of one who has bearded the lion in 
his den and emerged victorious; he was con- 
temptuous of the harmful potentialities of 
those about him and submitted to their min- 
istrations without protest. A further oppor- 
tunity for him to vent his anger and emerge 
triumphant was offered in another five- 
minute interview about a week later. 

In the fourth interview, two weeks after 
the first, there was a change in his attitude. 
The patient seemed to feel safe with the “de- 
feated” therapist, who seemed none the 
worse for wear. He spoke angrily of the 
staff and his plight, but as though to an ally. 
He came to this session, for the first time, in 
street clothes which he had demonstrated he 
could help put on himself. The therapist lis- 
tened sympathetically, suggested that the pa- 
tient could probably do a great deal despite 
the opposition which he felt existed, and of- 
fered to have a medication added, which was 
done. Following this, there was, according 
to the needs of the patient, a shifting of 
role playing between that of the strong par- 
ent who can be vanquished and that of the 
strong parental ally. After eight interviews 
over a period of four months, there was 
some improvement which was sustained for 
eighteen months. The patient altered his sta- 
tus from one of angry immobility to rela- 
tively peaceful but limited ambulation. 
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.. . This man, whose lifelong feelings of 
helplessness were reinforced by hemiplegia 
and the concomitant effects of brain injury, 
handled the anxiety thus generated by an 
angry show of force. This was ineffective in 
overcoming his fear and, in fact, increased 
his retaliation fear. In this setting he was 
depressed, immobile, and had explosions of 
anger. The therapist stepped in to provide 
him with an illusion of omnipotence through 
triumph over a powerful, threatening physi- 
cian. Some of the omnipotent feelings could 
only be short-lived, but they were later re- 
placed by acceptance of the “defeated” thera- 
pist as a powerful parental ally. Safely en- 
trenched with him, the patient’s helplessness 
decreased, his anxiety diminished, and repar- 
ative rage was unnecessary, so that there 
was simultaneous improvement in behavior 
and decrease of his suffering.” 


SUMMARY AND CONCLUSION : 
PSYCHODYNAMICS 
OF THE TREATMENT RELATIONSHIP 


Goldfarb has described the psychothera- 
peutic nub of the patient-doctor relationship 


as the patient’s faith in his therapist, and his 
exaggerated idea of his therapist’s powers 
to help. Because of their importance in any 
restorative treatment program, the psycho- 
dynamics of therapy as outlined by Goldfarb 
are recapitulated. 


When the individual becomes impaired 
through age, illness, disability, his capacity 
to master his own life problems, to cope with 
his situation, is crippled. As his own physi- 
cal and psychological resources to solve his 
difficulties decrease, his need for depend- 
ence on protective persons increases. His 
survival requires the existence of others, 
those who treat and care for him. What we 
see as only partial and compensable impair- 
ment may feel to him like total catastrophe 
and utter helplessness. The sense of prostra- 
tion and helplessness often differs from the 
actuality of being unable to help himself.:A 
person can have a feeling of helplessness 
while still able to do something for himself; 
but he feels helpless all the same when for 


10. Alvin I. Goldfarb, “Minor Maladjustments in 
the Aged,” in. Salvano Arieti, Editor, American 
Handbook of Psychiatry (New York: Basic Books, 
Ine., 1959), Chapter 20. 


some reason he cannot master his difficulties 
or find a way out of his problems, or control 
his own situation or what happens to him. To 
cut into the patient’s feeling of helplessness 
and hopelessness is crucial to any kind of 
treatment, because it is this feeling which 
prevents him from trying again. Such dis- 
abled persons “do not fear loss of love so 
much as failure to hold persons who can pro- 
tect and provide for them. They are more 
concerned about possible desertion and aban- 
donment than about the actual loss of pleas- 
urable companionship and happy contacts.”!' 
Fortunately, a person’s attempts to do some- 
thing about solving his problems, his at- 
tempts at mastery, end only at death. As he 
feels his own powers dwindle, his belief and 
hope in the possibility of rescue by his ther- 
apist grows. 

When a person is overwhelmed with fear 
and a sense of helplessness through such 
events as a combination of age and disability, 
he inevitably searches for help, but his 
search is often covert. The psychiatrically 
sophisticated therapist recognizes that a 
person with a straight-out obvious physical 
problem may bring with it a complex hidden 
one; or that he has a problem different from 
the one he is asking for help with; but he 
knows that the patient hides his problem 
and disguises what he needs help for, be- 
cause exposing his helplessness will shame 
him even further. The patient’s behavior is 
aimed at eliciting, coaxing or forcing care 
from someone who will champion him. 

The aged patient may come to the thera- 
pist with notions of help ranging from an 
illusory hope of magical healing to realistic 
expectations of participating in a cooperative 
effort. In an effective relationship the thera- 
pist is aware of what the patient hopes from 
him as a person and on what general level 
of relationship they must work. 

Goldfarb has identified three overlapping 
but progressive general stages in the aged 
patient’s relationship with his therapist, and 
the kind of psychological suggestion to the 


11. Alvin I. Goldfarb, “Psychotherapy of Aged 
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284 JOURNAL OF HEALTH AND HUMAN BEHAVIOR 


patient most often useful at each stage.!” 
The patient who arrives with hopes of hav- 
ing the therapist remove his disability and 
his troubles by some miracle is lowest on the 
self-reliance scale. He feels incapable of help- 
ing himself. In his own mind he has trans- 
formed the therapist into a magician; he 
confers imaginary powers on him so these 
powers can be coaxed into his own service. 
If the patient is so badly damaged and 
frightened that he believes a miracle is his 
only hope for improving, it might be harm- 
ful to try to shake his belief in his therapist’s 
magical powers; the person treating a pa- 
tient in this state should not discourage such 
a belief any more then he should try to at- 
tack the patient’s belief in his own disability. 
The therapist can utilize the patient’s faith 
in his exalted power by letting the patient 
woo him for it, allow the patient to coerce 
care from him, so the patient can feel that 
he has won over the therapist and all his 
resources by his own efforts. In a sense, by 
seeing that his wants are attended to the 
therapist reinforces the patient’s faith in his 
magic and in the patient’s command of him. 

Many psychotherapeutic efforts are effec- 
tive because the patient believes he is doing 
something effective or that it will achieve an 
end. Pleasure may come from the pursuit 
and winning of the therapist which can re- 
lieve anxiety and improve behavior and re- 
sponse to suggestion. On the magician- 
patient level, the patient approaches the pow- 
erful therapist, whose commands must be 
obeyed and whose wishes must come true, 
somewhat as a submissive worshipper. As 
the patient’s self-confidence increases his re- 
lationship shifts to one in which he feels he 
has certain rights over the therapist about 
which he can make demands and complaints. 
“Whatever men expect they soon come to 
think they have a right to.’’'* This stage re- 
sembles the parent-child relationship in 
which the dependent child struggles to please 
the parent by obeying him yet also defies 


12. Alvin I. Goldfarb, “The Application of Cer- 
tain Psychoanalytic Principles to the Psychiatry 
of the Aged,” presented at meeting of Society of 
Medical Psychoanalysts, February 10, 1960, New 
York. 

13. C. S. Lewis, The Screwtape Letters (New 
York: Macmillan Company, 1959), p. 152. 


him and fears his displeasure. The therapist 
again needs only to avoid destroying the 
patient’s illusion of his authority and ben- 
eficient intention to serve and protect. At 
the same time he uses his position to encour- 
age, to suggest behavior which he will ap- 
prove, and to increase the patient’s self-esti- 
mation and pride. Attempting to perform 
well may bring the patient gratification even 
if he does not succeed in his ultimate aim. 
In the next stage of development in this 
relationship therapy the patient’s under- 
standing that he can work around his diffi- 
culties, control, or do something about his 
problems, matures; and he recognizes that 
the therapist is there to help him in his own 


_ efforts. If the relationship becomes a mutu- 


ally cooperative one, he can then bear to see 
his own disability and his goals for function- 
ing more realistically, and he needs to exag- 
gerate neither the extent of his handicap nor 
his therapist’s powers. His gratifications ac- 
crue from effective performance. This is the 
stage of synthesis and reconstruction, the 
emotional rehabilitation which must accom- 
pany and reinforce lasting restitutions of 
physical performance. 

There may be parallel stages in physical 
performance along with these shiftings in 
relationship. Changes in physical function- 
ing seem to be associated with changes in the 
patient’s view of the therapist’s powers, and 
the one can be used by the educated thera- 
pist to support and promote the other. Tech- 
niques and methods for understanding what 
the patient wants of the therapist, what level 
of relationship the patient is capable of us- 
ing, and how to supply through their own 
behavior the kind of supportive figure the 
relationship therapy, the patient’s under- 
levels of the staff who influence the patient 
directly. 

Good will alone or reliance on group thera- 
peutic influences will not provide a useful 
psychodynamic approach to work with dis- 
abled patients of any age. Rehabilitation 
therapists can improve their treatment tech- 
niques and rates of success by administering 
their physical therapies with psychiatric so- 
phistication. Seeing the patients as persons 
and not purely as instruments of our powers 
will make them more gratifying patients anc 
us better therapists. 
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SOCIAL PSYCHOLOGICAL EFFECTS OF 
PHYSICAL DEPRIVATION* 


Arnold M. Rose, Ph.D. 


There have been several experimental 
studies of the physiological and psychological 
effects of deprivation of food and sleep.! The 
present study differs from these in the fol- 
lowing respects: (1) it is designed to test a 
special social psychological hypothesis in a 
framework of a general sociological theory. 
(2) The deprivation occurred in a field situ- 
ation, not as part of a laboratory experi- 
ment. (8) Consequently, there are no ade- 
quate controls to aid us in separating cause 
from effect, but this procedure has the ad- 
vantage of permitting us to study a rela- 
tively large number of cases in a “real life 
situation,” without the supporting knowledge 
that the deprivation could be eliminated at 
any time by a benevolent experimenter. 


The hypothesis to be tested is: When the 
organic needs of the individual are not sat- 
isfied, he is less likely to accept the meanings 
and values of his social group than when his 
organic needs are satisfied to the extent of 
permitting his body to function without spe- 
cial attention or concern. That is, the indi- 
vidual is desocialized to a certain extent, 
perhaps temporarily, when his biological 


*The data for this article were collected in 1945, 
while the author was a member of the ReSearch 
Branch, Information and Education Division, Medi- 
terranean Theatre of Operations, U. S. Army. Only 
a small portion of the data were analyzed at that 
time, and the present part of the re-analysis has 
been supported by a grant from the Rockefeller 
Foundation. The author is grateful to M. Brewster 
Smith and Leland C. De Vinney for aid in planning 
the original study. 
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system does not function with a certain un- 
determined degree of satisfactoriness. This 
hypothesis is derived from a more general 
theory of social organization and disorgani- 
zation? and it bears a resemblance to hy- 
potheses stated by such students of human 
behavior as Adolph Meyer and Lawrence K. 
Frank.* 


SOURCE OF THE DATA 


The data to be presented were not collected 
specifically to test this hypothesis, but can 
be used to provide at least a partial test of 
it. The data were provided by 1,754 combat 
enlisted men representing a cross-section of 
the four white infantry divisions fighting in 
Italy in March, 1945. The information was 
obtained by means of a questionnaire filled 
out anonymously by the men themselves 
while their battalions were temporarily 
pulled out of the line for rest. The technique 
of administering the questionnaire had been 
worked out over several years.* Arrange- 
ments were made, without advance notice, 
with local commanders by research officers 
carrying orders from Theater and Army 
Commanders. Approach to the men to be 
studied was made by the sociologist who was 
also an enlisted man (the writer). The en- 
listed investigator explained the purpose of 
the survey, guaranteed anonymity, and urged 
frankness on the grounds that reports of the 
survey would be read by the highest army 
officers—this being the one means by which 


2. Arnold M. Rose, Theory and Method in the 
Social Sciences (Minneapolis: University of Minne- 
sota Press, 1954), pp. 3-24, esp. p. 17. 

3. Adolph Meyer, The Commonsense Psychiatry 
of Dr. Adolph Meyer (New York: McGraw-Hill, 
1948) ; Lawrence K. Frank, Nature and Human Na- 
ture (New Brunswick: Rutgers University Press, 
1951). 

4. For a summary of studies using this technique, 
see S. A. Stouffer et. al., Studies in Social Psychol- 
ogy in World War II (Princeton: Princeton Uni- 
versity Press, 1950), 4 volumes. 
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enlisted men could communicate directly with 
the top command. The verbal assurance of 
anonymity was reinforced by the request that 
no names be placed on the questionnaire, by 
the group setting, and by the conspicuous 
stacking of questionnaires in piles as they 
were returned. The few semiliterates could 
request the investigator or their friends to 
help them. Fewer than one-half of one per 
cent of the men selected to constitute this 
cross-section failed to hand in a suitably 
completed questionnaire. 

Military combat is generally a situation in 
which there is considerable strain on the 
physical organism. The individual often is 
not free to engage in behavior to satisfy his 
basic body needs (e.g., for nourishment and 
elimination), minimal material necessities 
and comforts are sometimes not available, 
and constant danger and noise reduce the 
opportunities for sleep and relaxation. 

In World War II, however, these depriva- 
tions were not uniform for all soldiers. In 
Italy, for example, there were frequent 
“holding actions,” and many individual sol- 
diers were not in particularly dangerous sit- 
uations; but the men in our sample were not 
strangers to combat. They were all “normal’’ 
men in as psychiatrically real a sense as 
could be determined. Those who could not 
adjust to hard conditions had been screened 
out at several stages. They had passed the 
hurdles of induction, rigorous garrison train- 
ing, the difficulties of living in troop ships, 
replacement depots and open combat condi- 
tions, and, above all, had experienced from 
a month to a year of actual ground fighting. 
Thus the combat situation permits us to 
study the effects of variations in physical 
deprivation for large groups of “normal” 
men. 


MEASURES OF DEPRIVATION 


The two measures of physical deprivation 
used in this study were loss of sleep and in- 
sufficiency of food supplies due to combat 
conditions. While the men provided informa- 
tion during a “rest phase,” when they were 
not actually undergoing these deprivations 
at the moment, they reported the depriva- 
tions for their most recent combat experi- 


ences, which had terminated two to five days 
prior to the questioning. This inevitable lag 
diminishes somewhat our ability to test the 
hypothesis, but any support for the hypoth- 
esis offered by the data are all the more sig- 
nificant because of the possible distorting in- 
fluence of the lag. 

For our representative. sample, 3.3 per 
cent reported that they had averaged less 
than 2 hours of sleep in each 24 hour period 
during their last active combat duty, 27.5 
per cent more said they had averaged 2 to 4 
hours sleep, another 54.2 per cent reported 
averaging 5 to 6 hours sleep, and the re- 
maining 13.5 per cent reported averaging 7 
or more hours sleep.® Those in the first two 


_ categories will be regarded as undergoing 


significant physical deprivation. 

The questions regarding eating permit 
making a distinction between those deprived 
of food because of their own psychological 
state and those deprived of food because of 
some probably inevitable difficulty in getting 
supplies to men at the front: Only 35.6 per 
cent said they got as much to eat as they 
needed; 21.8 per cent reported that food 
supplies were not sufficient; 30.7 per cent 
said that they didn’t get enough to eat be- 
cause they didn’t like the rations available 
(usually C and K rations) ; 9.7 per cent ad- 
mitted that they did not feel like eating (in- 
cluding 1.5 per cent who said. there was 
plenty available to eat) .® 


In measuring the relationships between 
these two indices of physical deprivation and 
the various indices of acceptance of group 
norms, the chi square test was used. All but 
one’ of the chi squares reported in the tables 
are statistically significant at the 5 per cent 
level of confidence, and in most instances the 
chi squares are much higher than that (5 per 
cent level is for a chi square of 3.84). 


5. Those not answering the question constituted 
1.5 per cent of the sample and will not be considered 
further in this analysis. 

6. Another half of one per cent said they did not 
get enough to eat for some other reason, and the 
remaining 1.8 per cent did not answer the question. 
These small groups will not be considered further 
in the analysis nor will the 1.5 per cent who said 
they received enough to.eat but did not feel like 
eating. 

7. The exception occurs in the last column of 
Table 2. 
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The first evidence in support of the hy- 
pothesis is shown in Table 1. There is a 
strong relationship between deprivation of 
sleep and food and two indices of the extent 
to which the individual incorporates the val- 
ues of the combat group. The answers to 
these questions provide only rough indices 
of adherence to the values of the combat 
group and therefore we should not expect 
the differences between those physically de- 
prived and those not physically deprived to 
be large. The differences are, however, sig- 
nificant at better than the 1 per cent level. 
The questions referred to in Table 1 follow: 


(1) “When you were fighting a particular 
battle, did you ever have the feeling that it 
wasn't worth the. cost?” 


(2) “Have you ever hoped that you would 
get wounded so that you would be through 
with the fighting?” 

The question may be raised as to whether 
the physical deprivations or a general “neu- 
rotic tendency” is the cause of these attitude 
differences. As already indicated, seriously 
neurotic men had been screened out by the 
Army and by circumstances before they got 
to this stage of infantry combat, and we have 
further dropped from the sample the 1.5 per 
cent of the men who said they received 
enough to eat but did not feel like eating. 
Still, it is mecessary to use every possible 
check to determine whether the attitudes 
expressed are due to individual psychological 
factors which we, for convenience sake, 
label “neurotic tendency” or due to physical 


deprivations which we hypothesize to be the 
true independent variable. One important bit 
of information supports the interpretation 
that the physical deprivations are the major 
cause of the differences: those who say they 
could not get the food—who are not likely . 
to be neurotic—are much more like those 
who did not like the food or who did not feel 
like eating—who might be thought to have 
some neurotic characteristics—then they are 
like those who got as much food as they 
needed. In other words, the two deprived 
groups—one more likely to be neurotic than 
the other—are more like each other than 
either is like the non-deprived group in re- 
gard to two attitudes expressing loss of 
group values. Hence Table 1 shows that dep- 
rivation is more closely associated with cer- 
tain strong anti-social attitudes than is neu- 
roticism and thus provides significant evi- 
dence for our hypothesis. 


Table 2 gives data of another sort in sup- 
port of the hypothesis. The men who have 
been most deprived of sleep and food are 
most likely to be critical of the Army and to 
have little confidence in their company lead- 
ers, The extreme negative attitude is ex- 
pressed toward enlisted noncoms as well as 
toward officers and the Army in general. 
Another study® has demonstrated that those 
soldiers who are most critical of the army 
are least likely to have a neuropsychiatric 


8. Arnold M. Rose, “Conscious Reactions Associ- 
ated with Neuropsychiatric Breakdown in Combat,” 
Psychiatry, 19 (Feb., 1956), 87-94. 


Table 1 


Relationship of Physical Deprivation to Incorporation of Group Values* 








Sleep While 


Number of Question and Per Cent Saying: 





in Combat 


1. “Yes, almost always” 2. “Often” 


Number of Cases 





Less than 2 hours hoe 40 
2 to 4 hours 23 
5 to 6 hours 15 
7 or more hours 21 
Chi square 18.1 





60 
480 
952 
229 





Didn’t: eat enough because: 
Couldn’t get food 24 
Didn’t like food ? 20 
Didn’t feel like eating 26 
Had enough food and ate it ow 
Chi square 23.2 





38.8 





*Rows including underscored percentage items arid above represent the physically deprived. 
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breakdown in combat—again demonstrating 
that the decrease of meanings and values we 
are dealing with here is not to be identifed 
with neuroticism. The questions referred to 
in Table 2 follow: 


(3) “In general, do you feel you yourself 
have gotten a square deal?” 

(4) “In general, do you think that the en- 
listed men in your present company get a 
square deal from their officers?” 

(5) “How many officers in your company 
do you have confidence in as leaders under 
combat conditions?” 

(6) “How many of the noncoms in your 
company give you something to do; do they 


tell you enough about it so that you can do a 
good job?” 


(8) “In general, how well do you think 
your company is run?” 


Still another sort of support for the hy- 
pothesis is presented in Table 3. Those de- 
prived of food and sleep are more likely than 
non-deprived men to report themselves as 
getting depressed and dissatisfied fairly oft- 
en. For example, there is a significantly 
greater proportion of the physically deprived 
men than of the non-deprived men who re- 
port that they very often “get so blue and 
discouraged” that they wonder whether any- 


Table 2 


Relationship of Physical Deprivation to Attitudes toward the Army* 








Number of Question and Per Cent Saying: 





3. 4, 
“No... not 
a square deal” 


Sleep While 
in Combat. 


5. 6. 7. 8 


“No...they “Few or “Few or “Almost “Run very Number 
do not” 


none” none” never” poorly” of cases 





Less than 2 hours 20 
2 to 4 hours 7 
5 to 6 hours “15 #5 
7 or more hours 

Chi square : 8.8 


22 17 60 
10 480 


* oe 952 
3 229 
8.9 











Didn’t eat enough because: 
Couldn’t get food 9 
Didn’t like food 9 
Didn’t feel like eating 6 
Had enough food and ate it es 
Chi square , 21.3 





11 
12 
11 


38 2 
58.6 39.5 21.1 








*Rows including underscored percentage items and above represent the physically deprived. 


Table 3 


Relationship of Physical Deprivation to Personal Adjustment* 








Number of Question and Per Cent Saying: 





9. 
Sleep While “Dissatisfied .. .” 


in Combat 





Less than 2 hours 

2 to 4 hours 

5 to 6 hours 

7 or more hours 
Chi square 





Didn’t eat enough because: 
Couldn’t get food 
Didn’t like food 
Didn’t feel like eating 
Had enough food and ate it 
Chi square 33.1 


10. oe: 
“Usually in “Very often” 
low spirits” 


Number 





of cases 
57 60 
33 480 
25 952 
21 229 
24.1 





33 
31 
43 
19 

31.1 42.1 





*Rows including underscored percentage items and above represent the physically deprived. 
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thing is worthwhile. Men who could not get 
food are somewhat like men who did not feel 
like eating, although not quite so extreme. 
The questions referred to in Table 3 follow: 


(9) “How satisfied are you about being in 
your present army job instead of some other 
army job?” 


(10) “In general, how would you say you 
feel most of the time, in good spirits or in 
low spirits?” 

(11) “Do you ever get so blue and discour- 


aged that you wonder whether anything is 
worthwhile?” 


The deprived men were more likely to 
“worry a lot” about their becoming a casu- 
alty (Table 4), even though they were also 
the ones who wish they would be wounded 
so as to be through with the fighting (Table 
1). The deprived men were also more likely 
to be more sympathetic toward those who 
“crack up” at the front.® The questions re- 
ferred to in Table 4 follow: 


(12) “When you were in combat, did you 
worry about your chances of becoming a 
casualty ?” 


(13) “Do you think that most of the men 
who ‘crack up’ mentally at the front could 
help it if they really tried?” 


CONCLUSION 


The correlational data presented here sup- 
port, at least partially, the hypothesis that 
physical deprivations reduce the degree to 
which men incorporate the meaning and val- 
ues expected in their group. Social expecta- 
tions are less powerful influences when they 
work on men deprived of food and sleep. 
Evidence has been presented that depriva- 
tion has this effect on “normal” men, and 
not only on “neurotics.” It may be suggested 
that the study deals with an influence on 
group morale that is independent of neuro- 
psychiatric variables of psychogenic origin. 


9. Other data—not presented here—show that 
deprived men are also significantly more likely than 
non-deprived men to be sympathetic toward soldiers 
who try to get out of combat by going on sick call 
when they do not really need to. 


Table 4 


Relationship of Physical Deprivation to Attitudes toward Casualties 








Number of Question and Per Cent Saying: 





Sleep While 12. 
in Combat 


“Worried a lot” 


13. 
“Most can’t help it” Number of Cases 





Less than 2 hours 48 
2.to 4 hours 46 
5 to 6 hours ‘ 35 |. 
7 or more hours 21 
Chi square 31.0 


53 60 
64 480 
59 952 
50 229 





Didn’t eat enough because: 
Couldn’t get food 41 
Didn’t like food 39 
Didn’t feel like eating 52 
Had enough food and ate it “ot 
Chi square 37.5 





*Rows including underscored percentage items and 


above represent the physically deprived. 





INTERNATIONAL COMMUNICATION AND 
HEALTH AND MEDICINE* 


Troy C. Crenshaw, Ph.D. 


The purpose of this study is to consider 
the problem of international and intercul- 
tural communication in its relation to medi- 
cine, health, and the public welfare. The 
importance of this problem cannot be ques- 
tioned, because, in these areas are found 
some of the deadliest common enemies of 
mankind everywhere; and, unlike informa- 
tion relating to national defense, intelligence 
about these enemies, even in the opinion of 
conservative nationalists, should be dissemi- 
nated freely and receive the widest possible 
acceptance. 

Back of this problem, however, is another 
one: that of developing a better medium of 
communication. In the past, some have 
thought that particular modern languages 
might meet the needs for universal commu- 
nication in particular areas—French for di- 
plomacy, Italian for music, and German for 
science; but, at the beginning of the twen- 
tieth century, it became apparent that all 
existing languages were too irregular in 
grammar, too capricious in idiom, and too 
closely related to national prejudices to make 
any one of them acceptable as an interna- 
tional medium of communication. Numerous 
artificial languages were devised, such as 
Esperanto, Ido, Novial, Occidental, and Vo- 
lapiik. To these could be added, as of some 
consequence, the numerous pidgen languages 
that grow up along nearly all language fron- 
tiers. Unfortunately, men’s minds were not 
yet ready for the sustained, cooperative ef- 
fort necessary to bring a truly universal 
language into being. 


*EDITORS NOTE: Since the Journal of Health 
and Human Behavior aspires to be truly an inter- 
national and intercultural medium, we have decided 
to include Professor Crenshaw’s paper as a stimulus 
to further discussion among our readers, writers, 
and editors about the advisability of publishing ab- 
stracts of our articles in each issue in Interlingua, 
or some other intercultural medium. What do you 
think about it? Is Interlingua easier to master than 
French, Spanish, or Italian? Your comments will be 
appreciated. 


Texas Christian University 


A CONCERTED ATTACK UPON THE 
PROBLEM OF COMMUNICATION 


Shortly after World War I, the Interna- 
tional Research Council appointed a com- 
mittee to investigate the problem of an 
international auxiliary language. The Ameri- 
can, British, French, Italian Associations 
for the Advancement of Science formed co- 
operating committees with the National 


Council of Education, the American Clas- 


sical League, and the American Council of 
Learned Societies; the American Philologi- 
cal League also organized committees. As 
an outgrowth of these efforts, the organiza- 
tion of the International Auxiliary Language 
Association as a permanent body was ef- 
fected. 

The early efforts of JALA, as the Inter- 
national Auxiliary Language Association 
came to be called, were concentrated on ex- 
ploring the possibility of combining the ma- 
jor existing auxiliary languages. But before 
beginning the construction of an artificial 
language, and in order to make sure that 
such a language offered definite advantages 
over a natural one, [ALA sponsored experi- 
ments with artificial languages already in 
use. Professor Edward L. Thorndike, Di- 
rector of the Division of Psychology, Teach- 
ers College, Columbia University, undertook 
such a study. Esperanto and Ido were the 
constructed languages used in the experi- 
ment. Statistics for comparison were made 
available in French, German, Italian, and 
Spanish. Professor Thorndike found that 
“On the whole, with expenditures of from 
ten to a hundred hours, the achievement in 
the synthetic languages will probably be 
from five to fifteen times that in a natural 
language, according to the difficulty of the 
latter.” 

With the encouragement of this informa- 
tion, the committee, guided by renowned 
linguists both in Liverpool and New York 
City, set to work devising a constructed lan- 
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guage that would eliminate as many as pos- 
sible of the objectionable features of com- 
parable existing systems. The result of about 
two decades of concentrated effort is a vast- 
ly improved international auxiliary language 
known as Interlingua. Varieties of the new 
language of both “schematic” and “natural” 
tendencies were given exhaustive testing. 
The association has been extremely careful 
to avoid any sensational publicity or make 
hasty claims for its product. 


INTERLINGUA AND SCIENTIFIC LITERATURE 


The increasing use of Interlingua in re- 
cent years to make available new develop- 
ments in science and human welfare over 
wide areas where language differences had 
hitherto proved a barrier is most encour- 
aging. The central medium for the utiliza- 
tion of Interlingua for scientific bodies is 
Science Service. Science Service is an insti- 
tution for the popularization of science or- 
ganized in 1921 as a nonprofit corporation 
with trustees nominated by the National 
Academy of Sciences, the National Research 
Council, the American Association for the 
Advancement of Science, the E. W. Scripps 
Estate, and the journalism profession. The 
Director of Science Service is Mrs. Watson 
Davis, 1719 N Street, N.W., Washington, 
D. C. Chief of the Interlingua Division of 
Science Service is Dr. Alexander Gode, 80 
East Eleventh Street, New York 3, N. Y. 


THE USE OF INTERLINGUA IN MEDICINE 


Since 1953, Interlingua has been used for 
publication of summaries in medical jour- 
nals and has served as the only secondary 
language in the programs of international 
congresses. Each month Science News Let- 
ter carries a complete page of text trans- 
lated into Interlingua from various lan- 
guages. With the announcement in the Jowr- 
nal of the American Medical Association 
that the Journal would regularly supply In- 
terlingua translations of the association’s 
summaries, the editors made these observa- 
tions: 


The UNESCO study provided the rather 
startling information that, of all existing 
languages, Interlingua has the widest range 
of immediate intelligibility. It is estimated 
that, in the case of medical literature, In- 
terlingua textbooks have about twice the 
range of English textbooks, and that they 
can be understood in almost all parts of the’ 
world where the Latin alphabet is used. 
Thus, an English summary with an Inter- 
lingua translation provides the widest as 
well as the most compact form of communi- 
cation feasible in the present linguistic situ- 
ation. For these reasons, the editors of The 
Journal have decided to follow the policy 
of 14 American and 6 foreign journals which 
regularly supply Interlingua translations of 
their summaries. These will appear each 
week in the advertising pages. 

. . . interlingua summaries will serve no 
useful purpose for most of our subscribers 
in the United States or for individual sub- 
scribers abroad who would not subscribe to 
The Journal unless they could read it. In 
the medical libraries of the world, however, 
the Interlingua summaries will be perma- 
nently available for the benefit of those who 
have an imperfect reading knowledge of 
English. Their facility in reading it will vary 
according to their language backgrounds. 
Those with a Romance language as their 
mother tongue will grasp it at first sight. 
Others in Europe, on both sides of.the iron 
curtain, will do almost as well. So far, few 
or no factual data are available as to its 
scope in Russia, but the international tech- 
nical-scientific vocabulary, which is the 
backbone of Interlingua, is known to be 
widely diffused in the Russian language. 
Any facility in reading Interlingua in the 
Near and Far East will depend mainly on 
a previous study of European languages and 
would therefore not be great. 

However, Interlingua could serve as a 
bridge from non-occidental scientific litera- 
ture. If a medical writer in Moscow, Istan- 
bul, Cairo, Peking, or Tokyo were to present 
his material in Interlingua or prepare an 
Interlingua summary, he would speak to the 
rest of the world with a single voice so that 
his contribution would be immediately in- 
telligible to the occidental world. 


While the editors of the Journal of the 
American Medical Association are primarily 
concerned with the usefulness of Interlingua 
to the English-speaking readers of the Jouwr- 
nal, the possibilities for the usefulness of 
an international medium of communication 


1. Journal of the American Medical Association, 
172 (1960), 5. 
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among scientists and welfare workers around 
the globe are immense. The primary areas 
in which the work. of the Interlingua Di- 
vision of Science Service is of recognized 
usefulness to the individual scientist as out- 
lined by the service are as follows: 


(1) Provision of Interlingua Summaries 
or Abstracts appended to articles in special- 
ized journals of international research sig- 
nificance. 

(2) Provision of Interlingua versions of 
Program Notes or Proceedings of interna- 
tional congresses. 

(3) Provision of Interlingua versions of 
Newsletters in sub-disciplines for which no 
specialized periodicals are available. 

In these areas the [nterlingua Division col- 
laborates with individuals, periodicals, and 
organizations by (1) maintaining a profes- 
sional translation service and (2) advising 
those interested in the establishment of in- 
dependent editorial facilities for the produc- 
tion of Interlingua texts.? 


A sample of a scientific news summary 
rendered in Interlingua is the following: 


Le Psychotherapia de Paralysis Agitans. 
L. J. Doshay 
Patients con paralysis agitans ha necessi- 
tate del succurso producite per le drogas con- 
tra le parkinsonismo, per drogas tranquil- 
lisante, antihistaminic, relaxantes muscular, 
e stimulantes cerebral, e per le therapia 
physic. Ma illo es particularmente le ap- 
proache psychotherapeutic del medico de que 
ille ha necessitate pro ligar juncto le tracta- 
mento integre. Patientes in le comenciante 
stadios ambulatori de iste morbo forni pros- 
pectos favorabile pro therapia effective per 
le medico de familia. Es importante man- 
tener illes opimiste e active pois que recerca 
in iste campo progressa rapidement e pro- 

mitte remedios crescentemente effective.’ 


Following is the original English abstract: 


Paralysis Agitans L. J. Doshay 

Patients with paralysis agitans need help 
provided by antiparkinsonian drugs, by new 
tranquilizers, antihistamines, muscular re- 
laxants, and cerebral stimulants, and by 
physical therapy. But it is the psychothera- 
peutic approach of the physician that binds 
the entire treatment together. Patients in 
the early ambulatory stages of the disease 
afford favorable prospects for long-term 
care by the family physician. It is important 


2. Bulletin of Science Service. 
3. Journal of the American Medical Association, 
172 (1960), 242. 


to maintain their confidence and cooperation 
and to keep them optimistic and active, since 
research in this field is progressing and 
premises increasingly effective remedies.* 


The scope of the help already being af- 
forded by Science Service in making infor- 
mation available throughout the world is 
much greater than most scientists realize. 
The twenty-two scientific journals providing 
summaries in Interlingua of all original arti- 
cles range in alphabetical order of titles from 
the Archives of Inter-American Rheumatol- 
ogy to the West Indies Medical Journal. Two 
scientific journals are edited in Interlingua, 
and since 1954, programs of seven interna- 
tional congresses have provided summaries 


in Interlingua of all papers presented. II- 


lustrative is that of the Ninth International 
Congress of Rheumatic Diseases in 1957. 
(Toronto, Canada. 420 pp.) 

Scientific publications initiating the use 
of the Interlingua Division of Science Serv- 
ice are thus enumerated: 


The program of internationalizing the ac- 
cessibility of scientific publications by the 
presentation of all author’s summaries in In- 
terlingua was first adopted by the Quarterly 
Bulletin of Sea View Hospital. The first 
major monthly to adopt the plan was Blood, 
the well-known journal of hematology. The 
first not restrictedly medical journal to fol- 
low suit was the Journal of Dental Medicine.* 


OUTLOOK FOR THE FUTURE 


From the preceding discussion of the prob- 
lem of international language one should not 
infer that a general acceptance of a proposed 
universal language such as Interlingua would 
meet all the needs of world-wide communi- 
cation in matters of public health and wel- 
fare. Other approaches to a solution of the 
problem deserve encouragement. Projects 
employing electronic computers for the ma- 
chine translation of languages, which divi- 
sions of the Federal government are now 
sponsoring jointly with leading universities, 
offer some promise of effectiveness. Modifi- 
cations for easier mastery of widely accepted 


4. Ibid., p. 76. ‘ 

5. Alexander Gode, “Interlingua, Tool of Interna- 
tional Communication,” Journal of Dentul Medicine, 
11 (1956), 115. 
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languages such as English merit further 
study and experimental application to inter- 
national communication. Systems of simpli- 
fied spelling of English using the established 
Roman alphabet seem less likely to receive 
acceptance than a strictly phonetic alphabet. 
The International Phonetic Alphabet (IPA), 
now widely used in the teaching of foreign 
languages, is proving indispensable in the 
study of general and comparative linguistics. 
The special advantages over the IPA of the 
special alphabet for English proposed by the 
committee set up in the will of the late 
George Bernard Shaw have yet to be demon- 
strated. The most widely accepted modifica- 
tion of a single natural language for inter- 
national use is the system of Basic English. 
By an ingenious reduction of the almost 
limitless English vocabulary through a sys- 
tem using fewer than a thousand indispens- 
able words, C. K. Ogden has perfected a sys- 
tem that makes English many times easier 
to master so long as communication is re- 
stricted to the basic vocabulary. Whether or 
not Basic will ever attain the wide accept- 
ance which enthusiasts like Sir Winston 
Churchill, H. G. Wells, and Ira Richards of 
of the Orthological Institute of Harvard Uni- 
versity have predicted is an interesting con- 


jecture. Of more than a hundred books avail- 
able in Basic English, three are of especial 
interest here: J. B. S. Haldane’s The Outlook 
of Science and Science and Well-Being and 
H. Stafford Hatfield’s European Science. The 
most thorough treatment of Basic is found in 
The System of Basic English (Harcourt: 
Brace and Company). 

Whether or not a modification of a single 
language such as Basic English, or an arti- 
ficially constructed language such as Inter- 
lingua, will be the language of the future, no 
one can now predict. A universal medium of 
verbal communication comparable to the spe- 
cial symbols of the sciences and the nota- 
tions of musical scores is long overdue. 
Every man can advance the realization of 
that goal as he develops an increased aware- 
ness of the problems of language. This 
awareness comes to him through many 
channels—through disciplines that seem as 
far apart as philosophy and foreign lan- 
guages, as well as through a critical and 
historical study of his mother tongue. In no 
other area will the advantages of an im- 
proved medium of communication on a world- 
wide scale be greater than in medicine, 
health, and public welfare. 
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Mark G. Field (Russian Research Center, 
Harvard University), “Approaches to Men- 
tal Illness in Soviet Society : Some Compari- 
sons and Conjectures,” Social Problems, 7 
(1960), 227-297. 


Available evidence suggests that mental 
illness in the Soviet Union is not considered 
the salient problem it is in the United States. 
This may be due to: (1) a real difference 
in mental illness rates; (2) less Soviet con- 
cern about mental illness; (3) the viewing 
of certain types of mental illness not as 
proper objects of psychiatric care; (4) ele- 
ments in the social structure that permit So- 
viet society to better prevent or treat mental 
illness. Fragmentary statistics, however, sug- 
gest that overall prevalence of psychoses 
and neuroses is not too different in the two 
societies. Observable differences in the dis- 
tribution of hospitalized patients by diag- 
nosis may be due to differences in: (1) 
types of mental illness, diagnostic categories, 
and age and sex structure of the population; 
(2) available facilities and alternatives to 
hospitalization; (3) therapeutic orientations 
and practices; (4) nature of social systems. 
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While there are slightly more psychiatrists 
per population in the Soviet Unicn than in 
the United States, there are from four to 
six times less psychiatric beds per population 
than in the United States. The central focus 
of psychiatric work in the Soviet Union is in 
the community, and is organized around the 
neuro-psychiatric clinic which is essentially 
an outpatient institution. Every effort is 
made not to hospitalize mental patients, or 
to hospitalize them only for brief periods of 
intensive care. With more personnel and a 
smaller number of beds, the ratio of psychi- 
atric personnel to patients in Soviet hospitals 
is substantially higher than in the United 
States. The model NP clinic offers the fol- 
lowing services: (1) medical-diagnostic 
(out-patient tréatment, a small number of 
beds for short hospitalization, work-shop for 
occupational therapy and retraining and day 
hospital) ; (2) social and vocational; (3) 
mental hygiene and prevention; (4) morbid- 
ity accounting. The Soviet model for the 
handling of the mentally ill is a comprehen- 
sive one and provides continuity of care 
through its integration with the medical sys- 
tem and the existence of socialized medicine. 
Therapeutic methods are the following: (1) 
somatic or physiological; (2) psychological, 
(excluding psychoanalysis of the Freudian 
type); (3) sociological. Soviet approaches 
to mental illness in the cross-cultural context 
raise the following questions: (1) What is 
the impact of culture and social organization 
on both neuroses and psychoses? (2) Do the 
neuroses increase and become more impor- 
tant as a society becomes more industrial- 
ized, urbanized, specialized, and begins to 
rely more on personality organization and 
stability than physical stamina? (3) Does 
the morbidity pattern move away from the 
infectious diseases and toward the degenera- 
tive diseases and mental] illness as an impor- 
tant concern in a society that is industrial- 
izing? (4) Is the concept of mental disturb- 
ance as an illness to be treated medically, 
adequate, or should it be replaced by a 
broader conception of its nature, etiology, 
and treatment. AA 


2. 


Amerigo Farino (Duke University), ‘“Pat- 
terns of Role Dominance and Conflict in Par- 


ents of Schizophrenic Patients,” Journal of 
Abnormal and Social Psychology, 61 (1960), 
31-38. 


What role does the family play in the de- 
velopment of schizophrenia? “The main pur- 
pose of this study was to test the hypothesis . 
that there is an association between the sex 
of the dominant parent and the premorbid 
adjustment of the schizophrenic son.” Three 
groups of parents were studied (12 couples 
per group) ; a control group of parents whose 
sons were hospitalized with pneumonia; a 
group of parents whose sons had been hos- 
pitalized with schizophrenia but who made 
a good adjustment before the onset of the 
psychosis; a group of parents with hospital- 
ized schizophrenic sons who had not made a 
good adjustment before the onset of the psy- 
chosis. Pre-morbid adjustment of the pa- 
tients was measured by Phillip’s Premorbid 
Seale. Parents in all groups were observed 
in a “situational test” to measure dominance 
and conflict ; measures of dominance included 
“speak first, speak last, total time one or 
the other parent speaks, passive acceptance 
by one parent of a solution presented by the 
other parent, et cetera.” The results indi- 
cated that paternal dominance characterized 
the family inter-relationships of the patients 
with good premorbid adjustment while the 
mother was dominant in the families of pa- 
tients with poor premorbid adjustment. The 
author notes: “Because of these differences 
in parental behaviors, it may have been 
somewhat easier for the good as compared 
to the poor premorbid son to learn the same 
usual adult male behaviors and to achieve a 
somewhat higher level of maturity.” Another 
result of the study was that there was more 
conflict among the parents of schizophrenic 
patients than the parents in the control 
group. The difference was especially signifi- 
cant between the control group parents and 
the “poor premorbid” parents. E.S.B. 


3. 


Marvin K. Opler (University of Buffalo 
School of Medicine), “Cultural Perspectives 
in Research on Schizophrenias: A History 
with Examples,” The Psychiatric Quarterly, 
33 (1959), 506-524. 


The historical first section of this paper 
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examines the changing approaches to the 
study of schizophrenias in Europe and the 
United States up to the emergence of an 
environmentalist social psychiatry. Begin- 
ning with Morel’s definition in France, Kahl- 
baum’s fatalistic descriptions in Germany, 
and Kraepelin’s shifting explanation and 
taxonomic classifications, the first studies 
and speculations stressed a disastrous course 
of illness, an organic pathology centered in 
the brain, and made only the slightest allu- 
sions to the different forms and frequencies 
of schizophrenias found among various pop- 
ulations of the world. Ziehen’s note of epi- 
demiological variations and Bleuler’s claim 
that such patients are responsive to the im- 
pact of environmental conditions are dis- 
cussed along with Esquirol’s interest in sta- 
tistical and epidemiological data with a view 
to preventive techniques for even the most 
serious. schizophrenias. The contributions of 
Meyer and Freud are adduced, as well as the 
latter’s influence on Bleuler. The second 
section deals with the more definitive epi- 
demiological and etiological studies of mental 
disorders, and mentions the author’s own 
studies of schizophrenias among Northwest 
Coast Indians, Eskimos and Alaskan fron- 
tier Whites, carried on at Morningside Clinic 
and Hospital and elsewhere, from 1938-1943. 
Further studies of cultural variations found 
in schizophrenias among American ethnic 
groups (based on eight groups in New York 
City) are next mentioned, and a part of the 
data on samples of Irish and Italian male 
patients is discussed in some detail. It should 
be remember that similar studies were con- 
ducted on six other ethnic groups and on fe- 
male patient samples of all eight groups, not 
yet reported. The reader is also referred to 
two earlier papers of the author with J. L. 
Singer, the first on ten cultural and psycho- 
dynamic variables distinguished as contrast- 
ing in the schizophrenias of Irish and Italian 
male patients, and the second an account in 
detail of one of these variables hypothesized 
in the original study. (See papers by Opler 
and Singer, “Ethnic Differences in Behavior 
and Psychopathology: Italian and Irish,” In- 
ternational Journal of Social Psychiatry, 2 
(May, 1956); and “Contrasting Patterns of 
Fantasy and Motility in Irish and Italian 
Schizophrenics,” Journal of Abnormal and 


Social Psychology, 53 (July, 1956). The pres- 
ent essay gives the historical background, 
rationale and genealogy of these recent pa- 
pers as well as the author’s account of en- 
vironmental variations in mental disorders 
as found in his essay, “Psychoanalytic Tech- 
niques in Social Analysis,” Journal of Social 
Psychology, 15 (1942), and his book, Cul- 
ture, Psychiatry and Human Values. In the 
Italian-Irish contrast specifically, certain 
emotional variables built into the parent- 
child relationship are found to relate to fam- 
ily system (Variable A), while Variable B 
deals with the central tendencies in each cul- 
tural group for channeling emotional expres- 
sion. Variable C refers to the typical balance 
of defensive mechanisms, schizo-affective in 
type among the Italian males, and paranoid 
schizophrenic reaction among the Irish. Vari- 
ables A and B are seen as existing typically 
for each group in seven others: Variable 1, 
Homosexual type; Variable 2, Sin and Guilt 
Preoccupations; Variable 3, Tendencies to- 
ward Behavior Disorder; Variable 4, Atti- 
tude toward Authority. Three additional 
variables are seen as symptomatic results of 
the personality imbalances just mentioned: 
Variable 5, Fixity of Delusional System (in 
Irish) ; Variable 6, Somatic or Hypochondri- 
acal Complaints (in Italians) ; and Variable 
7, History of Chronic Alcoholism in Irish. 
Variable A, referring to the differing family 
systems, and Variable B, in part to the Fan- 
tasy versus Motility dimensions, are cultur- 
ally determined variables seen as producing 
the other statistically significant differences 
in the series, Variables 1 to 7, and Variable 
C. In discussing relationships between en- 
vironment and mental illnesses, authors like 
Stanton and Schwartz in their book, The 
Mental Hospital, or Fromm-Reichmann in 
her Principles of Intensive Psychotherapy 
have discussed the patients’ reactions to 
ways of handling them, to interaction proc- 
esses on wards, or to different psychothera- 
peutic approaches. They concede a general 
validity to the idea that no patients, not even 
schizophrenics, live in a cultural vacuum. 
But the related thought that the course of 
illness, the very structuring of personality, 
or the profile of the illness itself may bear 
a clear cultural imprint has been neglected 
hitherto in the literature. Esquirol, in the 
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period of the French Enlightenment, hoped 
for such studies, ; but he lacked the methodo- 
logical tools and cultural insights for their 
accomplishment. All ten variables tested in 
this study were hypothesized on the basis of 
cultural studies among American immigrant 
groups. Psychiatrists, in treating these pa- 
tients who are so prevalent in American in- 
stitutions, must come to understand these 
linkages of culture and personality if they 
are to be effective therapists. The relation- 
ship of such studies to physiological ones is 
also indicated. AA 


4. 


Herbert Menzel (Columbia University), ‘‘In- 
novation, Integration, and Marginality: A 
Survey of Physicians,” American Sociologi- 
cal Review, 25 (1960), 704-713. 


The Classical notion that innovations are 
most readily adopted by marginal men ap- 
pears to be contradicted by published find- 
ings regarding the adoption of certain new 
drugs by physicians. It is suggested that in- 
novations of different kinds find readiest 
adoption among individuals in different posi- 
tions of the social structure. Notions drawn 
from the sociology of change, group dynam- 
ics, rural sociology, cultural anthropology, 
and decision analysis form the basis for a 
more specific set of hypotheses, which in- 
voke “emancipation-conformity,” “communi- 
cation,” and “assurance” as mechanisms that 
intervene between social position and the ac- 
ceptance of an innovation. Predictions de- 
rived from the hypotheses are tested by an 
examination of several forms of innovation- 
accepting behavior on the part of the physi- 
cians originally described.. While the test 
proves far from adequate, it permits the con- 
clusion that the hypothetical scheme, at least 
in broad outline, is a fruitful starting point 
for further research. AA 


5. 


Fred Davis (Association for the Aid of Crip- 
pled Children, New York City), “Uncertain- 
ty in Medical Prognosis, Clinical and Func- 
tional,” The American Journal of Sociology, 
66 (1960), 41-47. 


What passes for diagnostic and prognostic 


uncertainty in communication between doc- 
tor and patient is not always or wholly a 
function of medicine’s level of scientific and 
clinical knowledge. This becomes evident in 
a study of what parents of children with 
poliomyelitis were and were not told by the 
hospital’s treatment staff concerning the 
amount cf residual handicapping to be ex- 
pected. While the staff became increasingly 
certain in their prognosis, the families were 
allowed to remain optimistically uncertain 
for a long time. In medical practice the com- 
munication of uncertainty or certainty can 
take many guises, and these it is suggested, 
will vary, depending in large part on the 
organizational context of the doctor-patient 
relationship. AA 


6. 


Gerald L. Kerlman (Research Psychiatrist, 
U.S. Public Health Service, Bethesda, Mary- 
land), Myron R. Sharaf, Mathilda Holzman, 
and Daniel J. Levinson (Massachusetts Men- 
tal Health Center, Boston), “Socio-Psycho- 
logical Characteristics of Resident Psychia- 
trists and their Use of Drug Therapy,” The 
American Journal of Psychiatry, 117 (1960), 
111-117. 


“Why do some psychiatrists prescribe drug 
therapy for their patients more than do 
others?” The factors involved in any treat- 
ment decision are many and include the psy- 
chopathology being treated, social back- 
ground of the patient, the treatment setting, 
the treatment goals, alternative treatments 
available, and, important to the present writ- 
ers, the orientation and personality of the 
psychiatrist. This article is particularly con- 
cerned with the relative use of drug therapy 
and the personality of the prescribing psy- 
chiatrist. Partly on the basis of earlier 
studies, these researchers sought to deter- 
mine whether the propensity to use drug 
therapy reflected certain aspects of the psy- 
chiatrist’s authoritarianism. Earlier studies 
concluded that “. . . the more the psychiatrist 
is oriented toward psychotherapy and the 
greater is his commitment to a psychody- 
namic theoretical approach, the less likely 
he is to use somatic therapies.” Other studies 
have suggested, “ . in prescribing the 
somatic therapies, the psychiatrist is inap- 
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propriately applying the traditional medical 
role-model to psychiatry.” In addition, irra- 
tional feelings, especially punitive motives 
and authoritarian trends, have been ascribed 
to the psychiatrist who prescribes these 
treatments. While such interpretations were 
“... originally applied to psychiatrists advo- 
cating psychosurgery and the shock thera- 
pies, they have been recently carried over to 
the users of the new psychopharmacologic 
agents.” The aims of this study were: (1) 
to develop measures of the differential use 
of drug therapy by psychiatrists, (2) to de- 
termine the possible relationship between 
the psychiatrist’s use of drug therapy and 
his personality characteristics, especially au- 
thoritarianism and related trends (“. . . de- 
fensive needs of therapist rather than thera- 
peutic needs of patient’); and (3) to con- 
sider the possible ways in which irrational 
motives and feelings might be involved in 
low as well as high, use of drug therapy. The 
basic hypothesis of this study was tested by 
using the F Scale as a measure of authoritar- 
ianism (See T. W. Adorno, et al., The Au- 
thoritarian Personality) . 

As a group, the resident psychiatrists 
studied in this research were generally non- 
authoritarian, with the range of F scores 
from very low to moderately low. When F 
scores were correlated with drug therapy 
practices however, it was concluded that the 
higher a psychiatrist’s score on the F scale 
the more likely were his patients to receive 
drug therapy during their hospitalization. 

The writers believe that the psychiatrist’s 
personality is an important determinant in 
his treatment decisions, yet they strongly 
emphasize the need for much more research 
in this area before generalizations are valid. 
They are particularly cautious about assum- 
ing that a high positive correlation between 
the F score and the use of drugs is necessar- 
ily a causal relationship. Moreover they sug- 
gest that the low pattern in use of drugs may 
also be as undesirable as the middle or high 
pattern. They are particularly concerned that 
further research is needed to determine the 


many factors besides authoritarianism which 
may effect the prescription practices of psy- 
chitrists. It is concluded “. . . that the psy- 
chiatrist’s personality is an important deter- 
minant of his treatment decisions. As such 
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it is an important area of research, quite 
apart from the question of how much his 
personality accounts for the efficacy of drug 
treatment.” R.H.T. 


%. 


Merrill Rogers, and Stephen P. Quigley, edi- 
tors (Washington, D. C., and Gallaudet Col- 
lege), ““Research Needs in the Vocational Re- 
habilitation of the Deaf,” American Annals 
of the Deaf, 105 (1960), 335-370. 


This is a special report based on a Re- 
search Conference conducted at Gallaudet 
College, Washington, D. C., June, 1960. The 
conference was made possible, in part, by a 
grant provided by the United States Office 
of Vocational Rehabilitation. The editors 
analyze the research needs in terms of: (1) 
psychological assessment of the deaf; (2) the 
language problems of the deaf; (3) the sub- 
culture of the deaf, with particular emphasis 
on the barriers to social participation by 
deaf persons in the hearing community; (4) 
vocational development, with emphasis on 
vocational training and guidance in schools 
for the deaf, and vocational guidance and 
placement by the state agencies; (5) the edu- 
cation of the deaf; and (6) genetics, family, 
and institutionalization. In connection with 
each of the major subjects concern is given 
to “research needs and priorities.’’ Certain 
recurring themes appeared throughout the 
conference. These include “. . . the need for 
measuring instruments, for demographic 
data on the deaf population, for long-term 
studies of the processes of concept formation 
in learning, for programs of adult education, 
for evaluation of the effects of various means 
of communication used by and with the deaf, 
for evaluation of the efforts on adult adjust- 
ment of various types of school programs, 
for determination of the needs in vocational! 
counseling, guidance, placement, and for pro- 
grammatic research.” R.H.T. 


8. 


Mae Frazier (St. Elizabeth Hospital Schoo! 
of Nursing, Covington, Kentucky), “‘Ken- 
tucky’s Program for the Chronically IIl,’ 
Nursing Outlook, 8 (1960), 550-552. 


A grant from the U. S. Public Health 
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Service to the Kentucky State Department 
of Health for a chronic disease program led 
to the development of a pilot project in one 
Kentucky County “... to determine the prac- 
ticability and the effectiveness of integrating 
a service for chronically ill patients into ex- 
isting health programs.” The objectives of 
the pilot project were defined as: (1) inte- 
grating a broader aspect of service for the 
chronically ill into the general health pro- 
gram; (2) teaching the family and other re- 
sponsible persons how to give good care; (3) 
helping patients assume responsibility for 
self-care so far as possible; and (4) assist- 
ing in the maximum rehabilitation of pa- 
tients. Participants in the pilot program in- 
cluded public health nurses, a nutritionist, a 
physician as a part-time health officer, and 
a psychiatrist on a part-time basis. Confer- 
ences, workshops, meetings, and institutes 
were arranged by the State Health Depart- 
ment to better inform the community as to 
the needs of the chronically ill. The writer 
believes this pilot study has demonstrated 
“,. that an effective bedside nursing care 
program can be integrated into the existing 
public health services. If such a program is 
carefully planned, is developed with only the 
minimum of ‘extra work’ on the part of the 
staff, and is given enthusiastic support by 
all agencies and persons concerned, it can 
well be one of the most gratifying phases of 
public health practice.” R.H.T. 


9. . 


Frank G. Buckman and Marvin Reznikoff 
(Institute of Living, Hartford, Connecticut), 
“Background Factors and Symptom Presen- 
tation in a Child Guidance Clinic,” The 
American Journal of Psychiatry, 117 (1960), 
30-33. 


This study undertook to determine the 
kinds of families utilizing the services of the 
children’s clinic of the Institute of Living at 
Hartford, and attempted to* replicate an 
carlier study of a guidance clinic in Buffalo 
(see J. L. Roach, O. Gursslin and R. G. Hunt, 
“Some Social-Psychological Characteristics 
of a Child Guidance Clinic Caseload,” Jour- 
ial of Consulting Psychology, 22 (1958), 
'83-186). Five demographic factors were 
examined concerning 239 clinic patients. . 


These were: (1) sex of the child; (2) fam- 
ily size; (3) occupation of major wage earn- 
er; (4) race; and (5) religion. The general 
procedure was to compare the descriptive 
characteristics of the clinic population with 
those of the general population of the Great- 
er Hartford area. An attempt also was made 
to relate the symptoms indicated by patients 
or families at the time of the initial contact, 
with the five socio-economic factors. It was 
found that the Hartford Clinic group did not 
invariably conform to expectations in terms 
of the characteristics of the general popula- 
tion, particularly in terms of the sex compo- 
sition (disproportionately large number of 
males), and children in the family (dispro- 
portionately small number from one-child 
families). There were also significant differ- 
ences between the Hartford results and those 
achieved in the earlier Buffalo study. The 
Hartford study did, however, indicate that 
its clinic population was more representative 
than was the case in Buffalo. R.H.T. 


10. 


Ronald Lippitt and Martin Gold (University 
of Michigan), “Classroom Social Structure 
as a Mental Health Problem,” The Journal 
of Social Issues, 15 (1959), 40-49. 


One of the two most important and influ- 
ential environments for the child is the class- 
room in which he lives during a part of each 


_ day. His relations with his teacher and with 


his peers are two major aspects of his school 
environment. These relations have a variety 
of important meanings for the child: “What 
is expected of me?” “What can I do and what 
can’t I do?” “What will happen if... ?” 
“Who do I like?” “Who don’t I like?” “Who 
likes me?” “Who doesn’t?” “Who does the 
teacher like?” “‘Who’s the strongest?” As 
clarification emerges about the meaning of 
such important questions, relations in the 
classroom develop a stable pattern or struc- 
ture, which ewe are calling the classroom 
socio-emotional structure. Stratification be- 
comes clear about those who are looked up 
to and down on in various ways. Each child 
finds he has a position or several positions, 
in this socio-emotional structure. This social 
structure becomes a dominant aspect of his 
school environment and of his total life situ- 
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ation. His position in this structure becomes 
a very important determinant of his personal 
mental health situation, and of his motiva- 
tion and ability to participate in classroom 
interactions. 

This paper reports a research exploration 
of the development and maintenance of the 
classroom socio-emotional structure in a sam- 
ple of 39 elementary classrooms. The paper 
also explores some of the mental health cor- 
relates of the child’s position in this socio- 
emotional structure, which in turn suggest 
focal points for diagnosis of socio-emotional 
problems in the classroom situation and 
formulation of therapeutic strategy in work- 
ing toward the iniprovement of classroom 
mental health. AA 


11. 


Carroll E. Izard (Vanderbilt University), 
“Personality Similarity and Friendship,” 
Journal of Abnormal and Social Psychology, 
61 (1960), 47-51. 


Do friends have the same personality char- 
acteristics? The purpose of this study was 


to test the hypotheses that “(a) mutual 
friends have similar personality profiles and 
(b) mutual friends have significant positive 
correlations on some of the separate per- 
sonality characteristics that make up the 
profile.” From over 200 students in a high 
school and private college, 30 pairs of “‘best 
friends” were chosen using sociometric data. 
A control group of 60 subjects from an enter- 
ing class was selected; the control sub- 
jects were paired at random (except that 
pairs were matched for sex). Edwards Per- 
sonal Preference Schedule was administered 
to all students. The two hypotheses were sub- 
stantiated. Relative to the second hypothesis, 
Exhibition, Deference, and Endurance were 
significantly related (using intra-class cor- 
relation) for friends but were not related for 
the control group. E.S.B. 


12. : 


Milton J. E. Senn (School of Medicine, Yale 
University), “The Emotional Growth of the 
School-Age Child,” Proceedings of Regional 
Conference on the Health of School-Age Chil- 
dren, Chapel Hill, North Carolina, Septem- 
ber, 1959. 


In this paper, Dr. Senn states that child- 
hood is a time of growing and of becoming 
something new. Growth follows patterns 
which for children in the same society and 
cultural setting are similar for each child, 
yet not identical. The child does not grow in 
a vacuum. He is acted upon and he interacts 
with people and things in his environment. 

The period of school-age in general be- 
tween 5 years and 14 years is not a phase of 
sharp chronological separation. There is 
some overlap at each end with another peri- 
od. The child has many new tasks to occupy 
him and use up his energy. These are: (1) 
adaptation to group experiences; (2) learn- 
ing new skills of an academic or book-learn- 
ing variety; (3) developing a greater aware- 
ness of self; and (4) permitting himself 
greater independence from parents and home 
which means separation from people impor- 
tant in one’s life, and upon whom one has 
been almost completely dependent for 5 
years. 

According to Dr. Senn, the school-age 
period is one of some repression of sex inter- 
est and of sublimation of curiosity about sex. 
The child has interests in sex functions—his 
own and those of his peers, siblings and par- 
ents—but these often appear in his fantasies 
or in other covert forms. The practice of dat- 
ing between boys and girls which formerly 
we saw not until adolescence, now appears 
much younger. Dr. Senn discusses this prob- 
lem and continues to say that children faced 
with problems of boy-girl relationships be- 
fore they are ready for them, may develop 
ideas of superficiality about relations be- 
tween the sexes which prepare them poorly 
for mature experiences. Children of this age 
have many conflicts which are accompanied 
by anxieties and fear. This is also a period of 
sharpened conscience development. 

In the final paragraph, the author empha- 
sizes that parents and teachers need to un- 
derstand that in child behavior all is not 
what it seems to be, and the child, like the 
adult, acts both consciously and unconscious- 
ly and that what we all need is love, under- 
standing and acceptance. Mary L. Barnes 


13. 


Michael A. Wallach and Carol Greenber: 
(Harvard University), “Personality Func- 
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tions of Symbolic Sexual Arousal to Music,” 
Psychological Monographs, 74 (1960), 18 
pages. 


A brief model is presented that suggests 
certain relationships between music and per- 
sonality. The purpose of the present study 
was to test two hypotheses derived from this 
model: “(a) Among those high in admitted 
anxiety level, subjects describing themselves 
as socially introverted will show a greater 
degree of symbolic sexual arousal to music 
than those calling themselves socially extro- 
verted; (b) Among those low in admitted 
anxiety level, subjects calling themselves 
socially introverted will show 4 lesser degree 
of symbolic sexual arousal to music than 
those considering themselves socially extro- 
verted.” The subjects were 98 undergraduate 
women at Simmons College. The subjects 
listened to jazz records (which had been 
rated by other students in terms of sexual 
arousal) and wrote stories which the music 
suggested. The subjects were told that they 
were involved in a test of creative imagina- 
tion. In a separate session, subjects also 
rated the musical selection for likes and dis- 
likes. A third experimental session involved 
personality assessment using standardized 
inventories. The results confirmed the hy- 
potheses and suggest that this is a fruitful 
area for further research. E.S.B. 


14. 


Margaret S. Gardner (University of-.Cali- 
fornia, Berkeley), “Changing Patterns of Re- 


tirement,” Journal 
(1960), 300-304. 


This article provides a brief discussion of 
the problems of retirement and the patterns 
of retirement prevalent today in comparison 
with conditions of the past. The writer em- 
phasizes that while the proportion of em- 
ployed workers 65 years of age and over has 
been declining since 1900, there is increasing 
pressure, because of the larger number of 
younger workers, to force more and more 
workers to retire. Even so, at the present 
time it is likely that the majority of workers 
retiring do so on a voluntary basis, although 
it is likely also that involuntary retirement 
will account for a larger portion in the fu- 
ture. The patterns of retirement given are: 


of Gerontology, 15 


(1) at the normal retirement age or a later 
age under provisions of a formal retirement 
system; (2) early retirement under a formal 
system sometimes followed by a shift to other 
employment; (3) retirement from a stable 
job in a firm without a formal retirement 
system; and (4) unstable pattern of retire- 
ment in which an older worker either loses 
the stable job and is subsequently forced to 
rely on unsteady or part time employment or 
he has been engaged in casual or short time 
employment and finds it increasingly diffi- 
cult to get work as he grows older. Because 
of increased life expectancy and particularly 
because of the possibility of a major break- 
through in the battle against heart disease 
and cancer, it is likely that there will be a 
decline in the proportion of workers retiring 
because of ill health, and also probably an 
increase in the proportion of workers re- 
tiring as a result of prolonged unemploy- 
ment. The question of compulsory versus 
flexible retirement, although it is only one 
of the many issues, is likely to be a matter 
of increasingly important concern to a grow- 
ing proportion of workers in the future. 
R.H.T. 


15. 


Wayne E. Thompson and Gordon F. Streib 
(Cornell University), “Situational Determi- 
nants: Health and Economic Deprivation in 
Retirement,” The Journal of Social Issues, 
14 (1958), 18-34. 


This paper, reporting some of the findings 
of the Cornell Study of Occupational Retire- 
ment, presents by means of panel analyses 
the way in which situational resources are 
related to retirement, and, in turn, the as- 
sociation between such resources and adjust- 
ment. The paper emphasizes that the ade- 
quacy of resources is a function not only of 
the objective factors in the situation, but 
also of the individual’s orientation to these 
factors. Thus, in studying the relationship 
between retirement and health, self-apprais- 
als of health are the key index, although ob- 
jective health changes as rated by examining 
physicians are also used. In both instances, 
the analysis shows that association between 
retirement and health is largely explained 
by the fact that persons in poor health tend 
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to retire, and not. that retirement affects 
health negatively. 

The analysis also shows the well-docu- 
mented experience that retirement leads to 
economic deprivation. However, the paper 
again emphasizes the interplay of objective 
and subjective factors in the phenomenon of 
economic deprivation. 

Finally, the influence of health and eco- 
nomic deprivation are examined as factors 
related to adjustment. In the case of general 
adjustment, an independent and cumulative 
relationship is demonstrated. However, poor 
health evidently does not relate specifically 
to adjustment to retirement. The explana- 
tion suggested is that since poor health leads 
to retirement (and not the reverse) it is 
seen as a welcome relief from tasks which 
may be becoming increasingly difficult; and 
for this reason the person in poor health is 
less likely to be dissatisfied with retirement 
as such. 

Overall, the data suggest that a high pro- 
portion of retirees possess a degree of role 
flexibility which enables them readily to 
adapt to a greatly reduced income and to a 


new life situation. Although the influence of 
health and economic factors is clear, the pic- 
ture is largely one of successful adjustment, 
even for those whose health and economic 
situation are poor. AA 


16. 


Paul Lancaster (Staff Reporter of The Wall 
Street Journal), “Donor’s Plight,” The Wall 
Street Journal, 71 (Oct. 11, 1960). 


Mr. Lancaster states that health agencies 
grow in number, with many offering the 
same service. There are about 100 national 
fund drives now compared with 15 in 1950. 
An example cited is of the aid to the blind. 
Nineteen agencies compete nationally for 
money to aid the blind. In Boston, 63 organ- 
izations aid in rehabilitation of the handi- 
capped. 

To quote Mr. Lancaster: “This splintering 
of the health field into more and more sep- 
arate agencies, each with its own staff and 
offices, leads to spiraling administrative 
costs and the fierce competition frequently 
boosts fund-raising costs to a level where 
they gobble up a startingly large chunk of 


donations.” Lack of cooperation and inter- 
nal politics are given as factors. 

The Rockefeller Foundation recently be- 
gan a thorough examination of privately sup- 
ported health agencies and fund-raising or- 
ganizations. Dr. Robert H. Hamlin, a mem- 
ber of the staff of the Harvard School of 
Public Health, who is directing the study, 
states that we know less about this billion- 
dollar industry than any othcr sector of the 
American economy. Health organizations 
numbering in the thousands range from the 
giant national organizations such as the Na- 
tional Foundation, the agency formerly 
known as The National Foundation for In- 
fantile Paralysis, and the National Tuber- 
culosis Association with budgets running 
into many millions of dollars a year, to 
small local organizations such as Boston’s 
Guild for the Hard of Hearing. In 1959, the 
national organizations alone received about 
$325 million in contributions, up from $120 
million in 1950. Warns Dr. Hamlin, “We 
might get so many solicitations eventually 
that it will kill the goose that laid the golden 
egg.” Mary L. Barnes 


17. 


Gian Emilio Chatrian and Magnus C. Peter- 
son (Rochester State Hospital, Rochester, 
Minnesoto), “The Convulsive Patterns Pro- 
voked by Indoklon, Metrazol, and Electro- 
shock: Some Depth Electrographic Observa- 
tions in Human Patients,” Electroencepha- 
lography and Clinical Neurophysiology, 12 
(1960), 715-725. 


Brain wave patterns during generalized 
seizures have usually been recorded from the 
surface of the scalp or from the surface of 
the brain. The present research involved 
depth recordings by means of implanted 
multi-electrode leads from five psychotic pa- 
tients experiencing convulsions. The record- 
ings were made before the patients received 
frontal lobotomies. ‘‘The convulsions were 
produced by intravenous injection of penty- 
lenetretrazol, Indoklon, and by electric 
shock.” The results suggested that Indoklon 
and Metrazol acted through a common neu- 
ral mechanism during the prodromal phase; 
further results suggested that both of these 
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drugs plus electric shock acted through a 
common mechanism during the seizure prop- 
er. Also, “regardless of how it is initiated 
and controlled, the convulsive discharge de- 
velops with some degree of independence in 
the various parts of the brain.” E.S.B. 


18 


J. S. Schwartzbaum (Institute of Living, 
Hartford, Connecticut), “Changes in Re- 
inforcing Properties of Stimuli Following 
Ablation of the Amygdaloid Complex in Mon- 
keys,” Journal of Comparative and Physio- 
logical Psychology, 53 (1960), 388-395. 


In extending Kluver & Bucy’s classical re- 
search (1939) on the relationship of the 
temporal lobes to behavioral disturbances, it 
has been found that the Amygdaloid nucleus 
is a key center for the locus of many of their 
findings. Recent research has indicated that 
a resection of the Amygdaloid complex re- 
sults in indiscriminate dietary behavior. The 
purpose of this experiment was to determine 
whether the changes in dietary behavior 
after the removal of the Amygdaloid com- 
plex are symptomatic of a more general dis- 
turbance related to the reinforcing proper- 
ties per se of stimuli. Eight monkeys received 
either bilateral lesions of the Amygdaloid 
complex or an equivalent sham operation. 
They were then tested in a bar-pressing situ- 
ation, using a fixed interval schedule of re- 
inforcement with different amounts of food 
reward. It was found that Amygdalectomy 
depressed responsiveness to shifts in amount 
of reward. The Amygdalectomized monkeys 
showed less of an increase in bar pressing 
with large rewards, and less of a decrease 
in bar pressing with.a reduced reward. Two 
possible interpretations of the results are 
presented: one interpretation involves the 
relationships that exist among the rewards; 
i. e., “the effective reinforcing value of a 
given amount becomes contingent upon other 
rewards which are made available in the 
situation” and the reinforcing value of the 
reward on any given trial may be a func- 
tion of the size of the preceding reward; 
a second interpretation was that the Amyg- 
dalectomized animals failed to “interrelate 
different reinforcing events,” i. e., to respond 


to one set of events in terms of some other 
set.” E.S.B. 


19. 


Janice R. Stevens and Car] M. Stevens (Uni- 
versity of Oregon Medical School), “Cyclic . 
Conditioning of Epileptic Discharges,” Elec- 
troencephalography and Clinical Neurophysi- 
ology, 12 (1960), 705-714. 


A previous study by the senior author had 
suggested that the occurrence of epileptiform 
activity was related to antecedent stimulus 
conditions and was not a haphazard event. 
The purpose of this experiment was to fur- 
ther explore this finding. The subjects in 
this experiment were eight patients who had 
high voltage spike-wave (S-W) responses to 
flickered light. An attempt was made to con- 
dition the S-W activity to a 500 c/sec. tone 
and to a 5000 c/sec. tone. During the con- 
ditioning trials, continuous records of EEG, 
EKG, respiration, and GSR were made. The 
results “failed to produce consistent evidence 
of conditioning of the S-W to a paired tone 
signal.” The authors conclude that “a prin- 
cipal interest in the study lies in the possi- 
bility of defining some of the behavioral fac- 
tors which ‘contribute to the occurrence of 
‘spontaneous’ unpredictable spiking in the 
EEG of individuals with epileptic disor- 
ders.” E.S.B. 


20. 


George G. Reeder and Mary E. W. Goss (The 
New York Hospital-Cornell Medical Center), 
“Medical Sociology with Particular Refer- 
ence to the Study of Hospitals,” Transactions 
of the Fourth World Congress of Sociology, 
2 (1959), 139-152. 


The first part of this paper provides a 
brief summary of the development of medi- 
cal sociology as a separate emphasis span- 
ning the various disciplines in the social sci- 
ences and medicine (see also the chapter by 
the present writers in Robert K. Merton, 
Leonard Broom and Leonard S. Cottrell, Jr., 
Sociology Today, New York: Basic Books, 
Inc., 1959). The writers believe that at least 
in the United States medical sociology is dis- 
tinguishable from the fields of public health, 
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preventive medicine and social medicine. 
While it is recognized that there is some 
overlapping with regard to content, it is 
concluded that because of inter-disciplinary 
collaboration, medical and social scientists 
are developing a distinctive body of knowl- 
edge which can be properly called medical 
sociology. The second part of this paper uses 
recent sociological investigations concerning 
the structure of hospitals to illustrate the 
development of a distinctive body of knowl- 
edge. Much of the research concerning hos- 
pital structure can be classified in terms of: 
(1) structural sources of strain in hospitals; 
(2) factors affecting variations in hospital 
structure; and (3) the effects of the hos- 
pital environment on patients and their 
health. “In general, it may be concluded 
that the sociology of medicine is on the way 
toward assuming important stature both for 
sociology and health care. As this new disci- 
pline grows it may be expected to contrib- 
ute to a greater understanding of man 
himself, the ills that befall him, and the 
means of getting him a fuller and healthier 
life.” R.H.T. 


21. 


Ernest Harms (Editor, Journal of Child Psy- 
chiatry), “Social Psychiatry and Mental Hy- 
giene in the Eighteenth Century,” Journal 
of Social Therapy, 6 (1960), 18-26. 


Devoted representatives of the mental hy- 
giene movement who believe that the psy- 
chopathological conditions of our age are the 
worst in the history of mankind are hopeful 
that they have found a helpful weapon for 
the prevention and cure of these conditions 
in what they call social psychiatry, which 
is the study of environmental causes of men- 
tal abnormality. We are told that study in 
this field is still very much in its beginnings, 
since the concept behind it is so new and 
revolutionary. It would appear, however, that 
there were some antecedents to our present- 
day social psychiatrists. The works of a num- 
ber of writers on general health and mental 
hygiene in the first decades of the eighteenth 
to the beginning of the nineteenth century 
indicate that in the northern part of the 
British Isles there was, at the time, a well- 
developed sociopsychiatric insight. 
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The writer, in his review and discussion 
of the works of these early Scottish physi- 
cians, shows clearly that these men had views 
of mental illness and its social causes which 
today would be considered as the sociopsy- 
chiatric approach. Among those who had 
deep insight into problems related to mental 
illness and its social and cultural setting 
were George Cheyne, Robert Whytt and 
Thomas Trotter. “Now we cannot but ac- 
knowledge that these Scottish doctors of the 
eighteenth and early nineteenth century pro- 
vided a preview of what today we try to 
present as a major new achievement of our 
time — mental hygiene and social psychi- 
atry.” C.W.A. 


22. 


Enrico L. Quarantelli (The Ohio State Uni- 
versity), “Attitudes of Dental Students To- 
ward Specialization and Research,” Journal 
American College of Dentists, 27 (1960), 
101-107. 


As part of a study of 160 students in two 
dental schools, an examination was made of 
their attitudes toward specialization and re- 
search. It was found that although entering 
students had almost no knowledge about 
specialties, in school 44 per cent of them ac- 
quired a favorable attitude toward special- 
ization. However, only 16 per cent actually 
intended to specialize. Most of the pressure 
against commitment to specialization by 
those interested in it, stemmed from the ad- 
ditional schooling required. Nearly two thirds 
of those attracted to specialization were mo- 
tivated by some aspect of the specialty work 
itself. Somewhat less than half noted the 
additional financial rewards that would be 
involved. Less than two per cent of the stu- 
dents were attracted to dental research and 
teaching. In part, this was related to a nega- 
tive attitude toward research which was en- 
gendered by experiences in dental school. AA 


23. 


D. M. More and Nathan Kohn, Jr. (Person- 
nel Consultants, St. Louis, Missouri), “Some 
Motives for Entering Dentistry,” The Amer- 
ican Journal of Sociology, 66 (1960), 48-53. 


The importance of five aspects of dentistry 
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in motivating choice of career is assayed 
with data from 3,578 entering dental stu- 
dents. The relative attractions in dentistry, 
as compared with other professions, of pres- 
tige, money, service, autonomy, and the op- 
portunity to use manual skills are considered. 


Interviews with a third of the polled group 
support the conclusions that a patterned bal- 
ance of these motives, and probably of others 
not studied, is needed to produce optimum 
interest in dentistry as a career and that the 
need for autonomy is central. AA 


MEDICAL CARE PAPERS, AMERICAN PUBLIC HEALTH ASSOCIATION 
SAN FRANCISCO, OCTOBER 31—NOVEMBER 4, 1960 


TITLES OF PAPERS 


Acker, Badgley, Robertson, (Murray Acker, M.D., 
Department of Public Health, Saskatchewan), 
“Developments in Saskatchewan Following a Gov- 
ernment Proposal to Introduce Compulsory, Prov- 
ince-Wide Prepaid Medical Care: A Study of 
Governmental, Professional and Public Reaction.” 

Badgley (Robin F. “Badgley, Ph.D., University cf 
Saskatchewan), “Social Structure and Cost of 
Nursing Student Education.” 

Bloom, Boyd, Russel,.and Cleveland (Samuel W. 
Bloom, Ph.D., Baylor University College of Medi- 
cine), “Mental Illness and Interaction Process: 
An Evaluation of Some Aspects of ‘Therapeutic 
Care’ on a Psychiatric Ward.” 

Bucher, Ehrlich and Schatzman (Rue Bucher, - Mi- 
chael Reese Hospital, Chicago), “Patient Fate un- 
der Varying Organizations of Psychiatric Treat- 
ment.” 

Davis (Michael M. Davis, 3800 Williams Lane, 
Chevy Chase 15, Maryland), “What are the Cri- 
teria for Appraising the Medical Services of a 
Nation?” 

Deuschle (Kurt W. Deuschle, M.D., University of 
Kentucky Medical Center), “American Public 
Health Association—Medical Care Section Com- 
prehensive Medical Care in a Primitive Rural 
Community.” ‘a 

Diehl (Harold T. Diehl, Ph.D., Sherman Oaks, Cali- 
fornia), “Dreams as Symptoms.” 

Donabedian and Rosenfeld (Avedis Donabedian, 
M.D., New York Medical College), “Studies in 
Prenatal Care.” 

Elling (Ray H. Elling, Ph.D., Cornell University, 
Sloan Institute of Hospital Administration) , 


Editor’s Note: George G. Reader, M. D., 
has made it possible for the Journal of Health 
and Human Behavior to list the authors and 
the titles of papers which were given in the 
Medical Care Section of the American Public 
Health Association during its 88th Session 
ut San Francisco. In order to make it pos- 
sible for persons to write for more informa- 
‘ion about any of the research programs re- 
ported in the papers, we have supplied the 
address (in parentheses) of one of the au- 
thors with each entry. It is hoped that some 
of these papers may later appear in the pages 
of this Journal. 


“Number of Hospitals in a Locality and Hospital 
Support.” 

Evans and Seeman (John W. Evans, Ohio State 
University), “Patient Satisfaction, Patient Be- 
havior and Irregular Discharge: The Role of 
Ward Stratification.” 

Fitzpatrick, Payne and Riedel (T. B. Fitzpatrick, 
M.S., 1573 Marian Avenue, Ann Arbor, Michigan), 
“The Character and Effectiveness of Hospital 
Use.” 

Fitzpatrick and Riedel (Same as above), “Changing 
Patterns of Care.” 

Forer (Raymond Forer, Ph.D., State of Connecti- 
cut Commission on Alcoholism), “Continuity of 
Care for the Psychiatric Patient.” 


Forer (Same as above), “The Student Nurse.” 


Forer (Same as above), “Towards a Social Decision 
on Alcoholism: Research as a Public Responsi- 
bility.” 

Forer (Same as above), “The Vocational Rehabili- 
tation of Acute and Chronic Alcoholics: Prob- 
lems, Needs, Potentials.” 

Friedman (Julian R. Friedman, Syracuse Univer- 
sity), “The Impact on the Voluntary Hospital of 
the Institutional Division Between Private Medi- 
cine and Public Health—Study in Institutional 
Development.” 

Garfinkel, Brickman and Bittner (Harold Garfinkel, 
University of California, Los Angeles), ‘“Methodo- 
logical Adequacy in the Quantitative Study of Se- 
lection Criteria and Selection Activities in Psy- 
chiatric Outpatient Clinics.” 

Goss (Mary E. W. Goss, Ph.D., New York Hospital 
—Cornell Medical Center), “Administration and 
the Physician.” 

Gourlay (John Gourlay, M.D., University College 
Hospital of the West Indies), “Medical Care Pro- 
gram for a Semi-Urban. Community of 1,000 
People in Jamaica.” 

Greeley and Calton (David McL. Greeley, Harlan 
Memorial Hospital, Harlan, Kentucky), “An 
Analysis of Sick Leave in a Hospital with Com- 
prehensive Employee Health Services.” 

Harlow (Arthur H. Harlow, Jr., 221 Fourth Ave- 
nue, New York 3, New York), “Summary of Our 
First Year’s Experience with Our Exploratory 
Project into the Insurability of Short-Term Psy- 
chiatric Treatments.” 

Hatcher (G. H. Hatcher, Department of Medicine, 
University of Miami, Florida), “Chronic Illness 
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and Medical Care in an Out-Patient Department.” 

Hatcher (Same as above), “Rehabilitation and Medi- 
cal Care for an Industrial Population.” 

Herlihy (Theresa Herlihy, Harlan Memorial Hos- 
pital, Harlan, Kentucky), “Social Work in the 
Coal Fields of Southeastern Kentucky.” 

Howland (Daniel Howland, Industrial Engineering, 
Ohio State University), “Hospital Conceptualiza- 
tion and Relat2d Studies.” 

Huntley, Steinhauser, Pasternack, White, Martin 
and Williams (Robert R. Huntley, M.D., Univer- 
sity of North Carolina School of Medicine), “Qual- 
ity Control in the Clinic Setting: Results of a 
Preliminary Study and a Method of Control Based 
On It.” 

Ittelson and Rosenblatt (William H. Ittelson, De- 
partment of Psychology, Brooklyn College), “The 
Attitudes of Personnel of Mental Hospitals in Re- 
lation to Modern Treatment Ideologies.” 

Kintner (Galen F. Kintner, O.D., F.A.A.O., Linden, 
Washington), “Optometry’s Role in Health Main- 
tenance—A Study of Referrals.” 

Koller (Ernest T. Koller, Association for the Aid of 
Crippled Children, New York, New York), “A Study 
of Parental Attitudes Toward Clinic Services.” 

Lefcowitz (Myron J. Lefcowitz, DHEW, Public 
Health Service, Washington 25, D. C.), “The 
Nurse and the Patient.” 

Lembcke (Paul A. Lembcke, M.D., University of 
California School of Medicine, Los Angeles), “Or- 
ganization of Health and Medical Care in Sweden.” 

Longley (L. P. Longley, M.D., F.A.C.P., 350 Post 
Street, San Francisco), “The Specialist in Internal 
Medicine in a Medical Care Program.” 

Macgregor (Frances Cooke Macgregor, Cornell Uni- 
versity-New York Hospital School of Nursing), 
“Application of Social Science to Nursing Educa- 
tion for the Improvement of Patient Care.” 

McNerney, Diokno and Werdel (W. J. McNerney, 
M.H.A., University of Michigan Study of Hospital 
and Medical Economics), “Effect of Layoffs on 
Continuity Coverage and on Claim Experience.” 

McNerney, Liokno and Werdel (W. J. McNerney, 
M.H.A., University of Michigan Study of Hospital 
and Medical Economics), “Relationship Between 
Hospital and Medical Utilization and Benefit 
Structure.” 

Mechanic and Volkart (David Mechanic, University 
of Wisconsin), “Interpersonal Worry and the Doc- 
tor-Patient Relationship.” 

Pittman and Sterne (David J. Pittman, Social 
Science Institute, Washington University), “Hos- 
pital Care for the Alcoholic: Factors Related to 
the Acceptance or Non-Acceptance of the Alco- 
holic Patient by Hospitals.” 

Polner (Walter Polner, Ph.D., Credit Union National 
Association, Madison, Wisconsin), “Some Causes 
of Differing Utilization Data Among Studies of 
Hospital Use by the Aged.” 

Pomrinse (S. David Pomrinse, M.D., M.P.H., DHEW, 
Division Public Health Methods, Washington 25, 
D. C.), “Group Practice Study.” 

Reed (Louis Reed, Sloan of Institute Hospital Ad- 


ministration, Cornell University), “Canadian Hos- 
pital Insurance Program.” 

Reeder (Leo G. Reeder, University of California 
Medical Center, Los Angeles), “Family Medicine 
Program of the UCLA School of Medicine.” 

Roemer (Milton I. Roemer, M.D., Sloan Institute of 
Hospital Administration, Cornell University), 
“Medical Care Administration: Content, Positions, 
and Training in the United States.” 

Schwartz (Doris Schwartz, R.N., New York Hos- 
pital-Cornell Medical Center), “A Study of the 
Nursing Needs of Elderly, Ambulatory Chroni- 
cally Ill Patients Under Care of a General Hos- 
pital Medical Clinic.” 

Shaw,** Bogdonoff, and Nichols (M. D. Bogdonoff, 
M.D., Duke University Medical Center), “The 
Effect of Short-Term Student Participation in a 
Model Clinic Upon Student Views of Clinical 
Problems.” 

Shurr (Milton L. Shurr, Director, Health and Wel- 
fare Association of Allegheny County, Pennsyl- 
vania), “Rehabilitation Services in Allegheny 
County.” 

Simon (Abraham J. Simon, Ph.D., Chicago Medical 
School, 2755 West 15th Street, Chicago), “Com- 
prehensive Medical-Psychiatry Service for the 
Chronic Geriatric Patient.” 

Solon, Sheps, Lee, and Barbano (Jerry Solon, Beth 
Israel Hospital, Boston), “Patterns of Medical 
Care: Validation of Interview Information on Use 
of Hospital Clinics.” 

Steele (Robert Steele, M.D., University of Saskatche- 
wan), “Methodology of a Detailed Study on Hos- 
pital Utilization.” 

Sternfeld and Schonfield (Leon Sternfeld, Depart- 
ment of Public Health, Cambridge, Massachu- 
setts), “Infant Health Study.” 

Stoeckle (John D. Stoeckle, M.D., Massachusetts 
General Hospital, Boston), “The Clinical Signifi- 
cance of Screening Serologic Tests for Syphilis 
in a Medical Clinic Practice.” 


Warren and White (S. L. Warren, M.D., Univer- 


sity of North Carolina School of Medicine), “Anal- 

ysis of Clinical Material Seen by Students in the 

General Clinic, N. C. Memorial Hospital.” 
Williams, Trussell and Elinson (Josephine J. Wil- 

liams, Ph.D., Columbia University School of Pub- 

lic Health and Administrative Medicine), “High- 
lights of a Survey of Family Medical Care Under 

Four Types of Negotiated Health Insurance Plan.” 
Wirick and Morgan (Grover C. Wirick, Jr., Ph.D., 

University of Michigan Study of Hospital and 

Medical Economics), “Abstract of the Population 

Survey.” 

Yeracaris (Constantine A. Yeracaris, Ph.D., Uni- 
versity of Buffalo Department of Sociology), “‘Sv- 
cial Factors Associated With Acceptance of Medi- 
cal Innovations.” 

**The Journal of Health and Human Behavio 
regretfully reports the death of Professor David M 
Shaw of the Department of Sociology in Duke Uni- 
versity, caused this summer by an automobile acci 
dent. 
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BOOK REVIEWS 


Families in Treatment. By Erika Chance. 
New York: Basic Books, Inc., 1959. xviii, 
234 pp. $5.50. 


It has been said that all reviewers should 
state their biases at the outset. The biases 
affecting this review and the reasons for 
them are easily stated. Since for the past 
four years he has spent his summers as an 
observer in the homes of families of psy- 
chotic children, this reviewer is biased 
against explorations of families through the 
use of instruments alone, be they tests, inter- 
views, or self-ratings. What a participant- 
observer actually sees in a family situation 
leads one to the conclusion that from the 
functional point of view most studies of the 
family are a kind of amiable conspiracy to 
keep the blinds drawn. 


This book combines the problematic type 
of exploration mentioned above with equally 
uncertain procedures for ‘‘measuring”’ client- 
therapist relationships, and subjects the 
whole to “rigorous” statistical tests. There 
are thirty-nine pages of tables and graphs. 


“The major thesis of this book is that a 
combination of clinical and research descrip- 
tions of families in treatment contributes 
more to our understanding than the sepa- 
rate use of either.” (p. 3) Five years were 
devoted to a study of thirty-four families, 
but the families were studied for varying 
periods: there is no statement of the length 
of time each family was in therapy, but it 
seems that treatment rarely lasted more 
than a year and sometimes less. 


Areas such as the following were explored: 


The parents’ statements in .. . therapy 
about interpersonal experiences were con- 
trasted with their self-description in a for- 
mal test (referred to as a sélf-sort) which 
followed each of the review sessions. In the 
test they were also asked to describe the 
therapist whom they had seen in weekly indi- 
vidual sessions . . . For each case seen in 
regular weekly individual treatment thera- 
pists were asked immediately before each re- 
view session just how they expected this pa- 
tient to report his relationships with others 
.. . Immediately after each review session 


they were asked to predict what this patient - 


might say about himself at the next review 
session .. . In other words, after the third 
treatment session therapists predicted for . 
the sixteenth; after the sixteenth, they pre- 
dicted for the thirtieth. After the thirtieth 
session, however, therapists were asked to 
predict how patients would talk about their 
interpersonal experiences one year hence, if 
they had no further therapy .. . The rating 
procedures used were quite foreign to clini- 
cians; therefore it was not expected that sig- 
nificant relationships indicating “accuracy” 
would be found between the patients’ actual 
verbalizations and the therapists’ predic- 
tions. (p. 60) 


These predictions really were not expected 
to predict anything: they were merely a way 
of measuring counter-transference. This is a 
procedure that is scientifically and ethically 
dubious. 


A scale for classifying and measuring in- 
terpersonal experience was developed (p. 
49), and therapist agreement was obtained 
on the acceptability of the classifying cate- 
gories. The content and quality (p. 64) of a 
parent’s statements about his own experi- 
ence and about his child were measured “hol- 
istically,” using eleven categories. (p. 62) 


“Because clinical descriptions frequently 
portray fathers as unduly passive while 
mothers rule the roost, the possibility of 
examining family profiles for such role re- 
versal seemed of interest.” (p. 65) In addi- 
tion the following were also explored: 
changes in degree of immaturity, pathologi- 
cal similarity in family members, the devel- 
opment of role patterns that maintain con- 
flict, sexually inappropriate role patterns, 
self-rejection, whether each member of the 
family “experiences the same interpersonal 
relationships as charged with conflict,” and 
the “extent to which a parent might use a 
child to ward off unacceptable experiences.” 


Finally, “the data analysis also made it 
possible to investigate whether or not the 
parents’ own experience of conflict and ten- 
sion, as measured by the self-rejection score, 
could be related to the extent to which he 
rejected the child. Answers could be sought 
for such questions as: do fathers reject their 
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children more than mothers? Which parent 
is able to contain his conflict better within 
himself and in which is self-rejection linked 
with child rejection? How does parental re- 
jection affect the child’s ability to accept 
himself?” Even to an anthropologist as dedi- 
cated to holism as a suburbanite to his bar- 
becue pit, this commitment to omniscience re- 
flects a daring that must command respect. 


Everything within the compass of the ex- 
periment that the therapists said about their 
patients was “subjected to test” by the in- 
struments developed by the psychologist and 
whenever the latter disagreed with the for- 
mer the therapists were “wrong.” They 
might very well have been, because most of 
them were inexperienced, but then again, 
who knows? 


“The methods described in Chapter V [on 
“Research Design”] reconstructed clinical 
hypotheses so that objective measures could 
be obtained of such phenomena as family 
constellations of role. patterns, amount of 
conflict in specific areas, extent of self re- 
jection, . . . etc.” It then turned out that, 
for example, “the therapists’ assumption 
that members of a family would show patho- 
genic similarity in their preoccupation with 
passive-dependent needs was only partially 
confirmed” by the objective tests (p. 76); 
the “clinicians’ comments . . . describing the 
father as the most passive member were not 
confirmed .. .” (p. 77) There are many 
examples of this kind of “disagreement.” On 
the other hand there were many “agree- 
ments,” as for example, “these defensive 
self-descriptions showed almost perfect 
agreement with the Acceptability Scale... 
hence, it was inferred that the therapists’ 
estimate of the patients’ values had been 
correct.” (p. 78) Does this prove that the 
therapist was right? 


There is no evidence that the “‘measures” 
employed were pretested before their em- 
ployment in this experiment. 


The research findings on changes in the 
family constellation are grouped together, 
making them easily accessible. Some of them 
are as follows: There is a decrease in patho- 
logical preoccupation in the family with the 
same problems over a period of therapy. 
There is a decline in self-rejection, an in- 
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crease in interest in “active mastery” and a 
decline in “‘passive hostility” during therapy. 
There is also a decline in rivalry and in pas- 
sive dependency needs. This is not all. How- 
ever, it gives the flavor of the findings. 

It is not an unusual experience for a re- 
viewer to be submerged in hundreds of sta- 
tistical “tests of significance” and then to 
find that the study itself is not significant. 
If one may venture an anthropological inter- 
pretation of this observation, it would be 
that sometimes the function of these tests of 
statistical significance is to be a substitute 
for scientific significance. 

Jules Henry 
Washington University 


Physical Disability — A Psychological Ap- 
proach. By Beatrice A. Wright. New York: 
Harper and Brothers, 1960. 408 pp. $6.00. 


In the preface Dr. Wright identifies her 
intended audience as practitioners in the 
field of rehabilitation, especially the profes- 
sional in training. These people will find a 
varied fare within the covers, including both 
a social psychological conceptual scheme for 
a broadened understanding of physical dis- 
ability and a host of practical suggestions 
for patient management. 

The theoretical approach has several ad- 
vantages and one disadvantage. As to the 
positive features, the author views atypical 
physique as a phenomenon to which the indi- 
vidual must make a social adjustment, and 
therefore the expectations and reactions of 
his fellow humans are important to under- 
standing his behavior. Sometimes these ex- 
pectations make adjustment difficult, and 
the author’s comparison of the disabled with 
minority groups is most appropriate. Be- 
havioral scientists will wish for a more ex- 
acting account of the relation of previous re- 
search on prejudice and minority groups to 
physical disability, but they do not consti- 
tute the main target audience. Social expec- 
tations can also have a salutary effect, facili- 
tating efforts toward coping and toward 
shift in values, two concepts for which the 
author presents a convincing case in the 
social adjustment of the disabled. 

The value of the conceptual scheme lies in 
the emphasis on interrelationships between 
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social norms and expectations and the self- 
concept of a person with a disability, making 
factors other than psychodynamics of impor- 
tance in understanding the adjustment of the 
disabled. In fact, most psychodynamic the- 
ories, especially psychoanalysis, would prob- 
ably place more emphasis on conflict than 
on coping mechanisms, and the latter is one 
of the strong points of this book. 

A social psychology of the disabled might 
be furthered by two points not included in 
the presentation, yet not foreign to it. First, 
there is the possibility that a person with 
atypical physique is regarded by others as 
partly in the sick role, partly in the well role, 
with all of the role conflict consequent to 
such a position. Second, the resulting per- 
ception by non-disabled people may be best 
understood under the concept of ambivalence, 
thus accounting for both the salutary and 
negative feelings about the disabled. Ambiva- 
lence could come both from the role conflict 
situation or from the conflict between un- 
conscious feelings toward disability and so- 
cial or moral expectations concerning the 
proper attitude. Here one of the key research 
tools would be projective tests, especially a 
modification of the Thematic Apperception 
Test. 

The main disadvantage of the theoretical 
position lies in its lack of attention to psy- 
chodynamic factors such as guilt, repression, 
conflict, and the vicissitudes of the uncon- 
cious. The author does not deny the legiti- 
macy of these factors in understanding dis- 
ability, yet does not give them the attention 
which may be necessary for a complete ap- 
proach to the problem. An application of 
the concepts of levels, as used for example 
by Timothy Leary, could knit together the 
contributions which can be made by a psy- 
chodynamic theory and a social psychological 
theory. It should be noted that Dr. Wright, 
in the preface, gamely admits her limita- 
tions, theoretical and otherwise, probably 
anticipating this criticism of her scheme. 

The usefulness of a technical book for the 
professional in training rests not only on its 
theoretical assumptions, but also on its style 
and organization. Here again Physical Dis- 
ability shows several advantages and a dis- 
advantage. The writing is easy and straight- 


forward, not overwhelming the reader with. 


technical terms, yet nowhere giving him the 
feeling of “‘being talked down to.”’ Presenta- 
tion of ideas and research findings is clear 
and easy to follow. One of the outstanding 
points in the composition of the book is the 
effective use of case material, with continu- 
ity of cases from section to section so that 
the reader has the feeling of complete peo- 
ple before the last pages appear. On the 
other hand, case material is not allowed to 
dominate ideas and throughout plays a ju- 
dicious supporting role. 

Unfortunately, the organization of ma- 
terial by chapters: leaves something to be 
desired. The chapters are not tied together in 
a logical sequence either by ideas or by tran- 
sitional paragraphs, and thus the reader 
searches for a continuity that continually 
eludes him. One example of the difficulty 
occurs in Chapter 10, “Sources of Attitudes 


. Toward Persons with Atypical Physique,” 


where material is presented that could well 
have come earlier in the book. Dr. Wright 
has good material that could be made even 
more meaningful by better organization. 

The bulk of the practical suggestions for 
workers in the field of rehabilitation comes 
in the last few chapters. This material is all 
constructive, but one chapter in particular 
stands out, that dealing with the parent as 
a participant in treatment plans. The author 
makes a strong case for the active involve- 
ment of the parents, even to the point of in- 
cluding them in the case conference. The idea 
is novel, certain to make some professionals 
in the field pause, but likely also to bring 
second thoughts about present procedures. 
Another chapter, “Training in Social Skills,” 
makes use of role playing and group discus- 
sion, but could be even stronger if the author 
had brought in the major findings from 
group dynamics research, especially those 
which apply to the effects on individual par- 
ticipants in the group. Professional workers 
in rehabilitation, especially those in training, 
are likely not aware of the contributions 
which psychological research has been mak- 
ing in this area. 

In summary, the author at one point states 
that her aim is to encourage self-analysis 
about feelings toward disability, which may 
lead to more insight and more wholesome 
attitudes. Balancing the advantages and dis- 
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advantages of her presentation, this reviewer 
would feel that she has definitely accom- 
plished her purpose. 

Stanley H. King 
Harvard University 


My Name Is Legion. By Alexander H. Leigh- 
ton. New York: Basic Books, Inc., 1959. 452 
pp. $7.50. 


Despite the Biblical title and the fact that 
this is not in any sense an empirical work, 
the second of two subtitles indicates this to 
be Volume I of the Stirling County Study. 
It is in three parts, with four Appendices. 
Part I is very generally on conceptions of 
psychiatric disorders, Part II on propositions 
relating these to aspects of sociocultural en- 
vironment, and Part III, from about page 
300 on, concerns “A Plan for Research.” Ap- 
pendix A, written by the author with Jane 


M. Hughes and Charles C. Hughes is called . 


“Notes on the Concept of Sentiment.” As 
A .B. Hollingshead noted in his review in the 
American Sociological Review (Vol. 25, No. 
3, 1960), “None of the concepts is tested by 
the use of empirical data according to the 
procedures of social scientists. Leighton 
states this limitation on several occasions 
. . . Leighton’s frame of reference begins 
with the clinical case.” 

However, this reviewer could not find clin- 
ical cases in this book. A few persons, real 
or alleged, are discussed here and there as 
living in Stirling County, Nova Scotia. Yet 
Tom Young or Bernie Chiason are hardly 
clinical cases. Residents or medical students 
would find them baffling. Individualized psy- 
choneuroses, physiological factors, and he- 
reditary ones jostle one another as alleged 
part-explanations with no resulting resolu- 
tion, although certainly it is implied that 
resolution is as much in these directions as 
in social and cultural ones. In the face of 
such indecision, a penchant for hinting 
broadly that biochemical and hereditary fac- 
tors are beyond a shadow of doubt potent 
determinants of such things as schizophre- 
nia needs correction by the far more cau- 
tious and masterly review of the literature 
on these matters provided in two articles by 
Dr. Seymour Kety, (Science, Vol. 129, Nos. 
3362 and 3363, June 5 and 12, 1959). 

Of particular interest is the theory of sen- 


timent used, on which the chance residues 
of a sociocultural framework rest. One again 
struggles with something evanescent about 
the particular use of “sentiment” here. It 
was a concept useful in Durkheim’s day, for 
it pointed to social and cultural groups and 
their collective representations. One gets 
more than a chance impression from My 
Name is Legion that we should move back 
from Durkheim’s day to a concept of senti- 
ment patterned in the individual rather than 
in culture, subculture or class as an ante- 
cedent and conditioning factor. The rele- 
vance of work in social psychology by S. 
Asch, L. Festinger, C. Hovland, I. Janis, 
D. Miller, G. Swanson, and a host of others 
of interdisciplinary interests, work on affili- 


' ation by S. Schachter, or the Atkinsons’ book 


on motivation (Motives in Fantasy, Action 
and Society, 1958) carry the story far be- 
yond patterning in the individual; as indeed, 
Durkheim, with far more primitive tools in 
social psychology, found in his studies of 
sociological matters. 

It is charactertistic of Leighton’s approach 
that George Herbert Mead rates a footnote 
on page 89 relative to role and personality 
development and that role and expectation 
are discussed (page 72) without reference 
to Mead’s larger conceptions of society ex- 
cept the one that roles and expectations are 
recurrently enacted. Such a theory of senti- 
ments is articulated with a structure-func- 
tionalist view of society. One is referred to 
Carl Hempel’s essay, “The Logic of Func- 
tional Analysis,” in L. Gross, Symposium on 
Sociological Theory, for this reviewer’s idea 
of the kinds of questions that remain. For 
further thoughts on what happens when re- 
ductions are made to the level of individual- 
ized patterns, the reader is referred to Abra- 
ham Edel’s essay on “The Concept of Levels 
in Social Theory,” in that Symposium. 

Marvin K. Opler 


University of Buffalo 
School of Medicine 


Health Insurance. By O. D. Dickerson. Home- 
wood, Illinois: Richard D. Irwin, Inc., 1959. 
500 pp. $6.50. 


With increasing efforts by social scientists 
to construct a systematic sociology of health 
and illness, the institutional framework 
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which mediates between the raw facts of 
disease and socio-technical arrangements for 
health care requires critical investigation. 
Health insurance is that part of this frame- 
work which is designed to reduce the rigors 
of the price-market system of distributing 
health care. Viewed sociologically, health in- 
surance is a socially important instance of 
institutional adaptation whereby the medical 
care system seeks to maintain its institutional 
integrity—fee for service, free choice of phy- 
sicians by the patient, et cetera—in the pro- 
cess of accommodating to changes in its 
social and biological environment. An exami- 
nation of the intended and unintended conse- 
quences of various forms of health insurance 
for the patient, the physician, and for the 
medical system is a matter of both practical 
and theoretical importance to health sociolo- 
gists and students of social policy. 

There is consequently a growing need for 
a textbook which presents the technical prob- 
lems of health insurance in the context of 
broad but vital problems of social policy. The 
author succeeds admirably in accomplishing 
the first purpose but, unfortunately, the 
second and more meaningful task still awaits 
doing by someone less oriented to the special 
views of the commercial insurance industry. 
The reader familiar with the currents of 
controversy in health insurance will have 
little difficulty in picking his way through 
the well organized descriptive material, 
while, at the same time, recognizing areas of 
assumption and interpretation which, unfor- 
tunately, tend to give the volume a tone of 
special pleading. 

The volume under review is a concise and 
well written comprehensive college text on 
health insurance which the author intends to 
be “a sound and dispassionate evaluation of 
theories, coverage and practices, yet to avoid 
editorializing.” Part I discusses the social 
problem of health and illness and the role of 
health insurance as a specific mechanism of 
social policy. Part II deals with specific 
benefit and coverage patterns, such as hos- 
pital insurance, surgical-medical insurance, 
and major medical plans. Insurance pro- 
grams, both governmental and commercial, 
designed to protect against the loss of income 
resulting from illness are described and eval- 
uated in Part III. The operations of the in- 


surance carrier, such as underwriting pro- 
cedures, premium calculations, reserves and 
claims administration are presented in Part 
IV. 

Beginning with a summary of data which 
describes the impact of illness on the eco- 
nomic resources of the individual and society, 
the author treats the three modes by which 
risks attendant upon illness can be mini- 
mized, 7.e., the individual assumption of risk, 
transfer payments and insurance. The as- 
sumptions underlying these modes are sound- 
ly presented. It is in the ensuing discussion 
of insurance, however, and in particular the 
application of insurance principles to the 
various operating health insurance plans in 
the United States, such as Blue Cross, Blue 
Shield, commercial hospital and medical 
plans, that the author’s presentation becomes 
occasionally entangled in a web of value 
preferences. 


Viewpoints toward health insurance can 
be broadly classified into two categories. One 
sees insurance as an instrument of social 
policy ideally leading to universal coverage 
with benefits extending to include most of 
the contingencies involved with medical care. 
A second group sees health insurance as a 
limited extension of normal commercial in- 
surance practices into the health field. They 
regard the kind and degree of protection 
against the costs of illness as properly deter- 
mined by the conditions of the market. Their 
view is institutionalized around values of free 
enterprise in health care and a view of the 
state as a regulatory rather than administra- 
tive order of control over the variety of con- 
tingencies faced by its citizens. The author’s 
preference between these two viewpoints is 
clear, statements of intent toward objectivity 
notwithstanding. It is clear that Dr. Dicker- 
son favors, for all except the indigent and 
marginal income groups, a system of health 
insurance under commercial auspices, which 
incorporates experience-rating, indemnity, 
deductible and co-insurance features. As a 
statement of values, there is nothing wrong 
with these preferences being explicitly stated 


_and defended in a textbook. It is a different 


matter, however, to insinuate these view- 
points within a technical discussion or to 
arrive at them on a basis of faulty logic or 
apparent misinterpretation of data. Unfor- 
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tunately, there are occasions when Dr. Dick- 
erson does both. 

In a book otherwise distinguished by a 
straightforward, objective use of language 
one finds a change in tone associated with 
values which the author finds uncongenial. 
On page 126 is the statement, “For example, 
one large midwestern state is currently con- 
ducting an intensive investigation into the 
local Blue Cross Association, motivated large- 
ly by the social (some would say socialistic) 
philcsophy and objectives of a prominent 
labor leader.”’ On the same page, community 
sponsorship of Blue Cross plans is character- 
ized as “essentially a public relations gim- 
mick.” Departure from professional tone is 
also noted in the statement “Many Blue Cross 
officials will insist to their dying day that 
Blue Cross organizations are not in the in- 
surance business, but rather they are operat- 
ing ‘prepayment’ plans.” 

These are unfortunate departures from 
good taste. Of more critical importance are 
the occasions when data and logic are mis- 
interpreted by the author to reinforce his 
value preferences without consideration of 
alternatives in the total situation. In a dis- 
cussion of the social objectives in determin- 
ing the priorities of risk, the author states 
that “Society should give first consideration 
to high value risks,” a term which is defined 
to mean “the amount of the largest potential 
loss to which the subject matter is exposed.” 
He concludes this discussion with the state- 
ment, “Unfortunately, many varieties of med- 
ical care insurance have followed the opposite 
pattern, insuring against the frequent small 
loss only. The development of a major medi- 
cal insurance is a welcomed step in the 
proper direction.” Now the author must 
surely recognize that his premise (the prior- 
ity of high value risks) is an ambiguous and 
fragile foundation for the weight of his con- 
clusion (major medical insurance). From a 
social point of view, insuring against fre- 
quent small losses is considered by many to 
be an important step in encouraging preven- 
tive services and early diagnosis and treat- 
ment. As the author makes explicit in an ear- 
lier chapter, the control of chronic disease de- 
pends heavily upon early detection of symp- 
toms. To the extent that major medical in- 
surance discourages such services by the use 





of a deductible clause, this important social 
objective in health care is not met. 

The actuarial logic intervening between 
the premise and the conclusion is also subject 
to criticism. A number of studies have shown 
that frequent small losses of the kind en- 
countered in general home and office care can 
accumulate over time into sizeable charges. 
The author commits the popular mistake of 
considering the magnitude of risk only on a 
cost-per-service basis rather than on the 
basis of total cost, that is, cost-per-service 
multiplied by frequency of services. Over 
time and with respect to the distribution 
among people, small value risks accumulate 
into high value risks for a substantial num- 
ber of people and families. The point, how- 


. ever, is not whether Dr. Dickerson is wrong 


and others are right, but rather that con- 
siderations such as these need to be taken 
into account in order for his conclusion to be 
considered as anything but gratuitous. 

The same uncritically applied generaliza- 
tion is presented on page 75 where the author 
states, ‘‘A large proportion of physician fees 
for single visits for minor ailments are rou- 
tine prevention and are properly (italics 
added) items for the family budget, not for 
insurance. The same is true of first day hos- 
pitalization expenses, even though most poli- 
cies impose no such deductible. Thus real- 
istically only some proportion of such ex- 
penditures should be considered ‘insurable’ 
—perhaps 50 per cent of physicians’ fees.” 
The conclusion that certain services are items 
for the family budget and not for insurance 
is wholly unsupported. The only reasonable 


way to reach such a conclusion would be 


through an analysis of the income, asset and 
expenditure patterns of families in relation 
to the frequency distribution of charges for 
the type of services Dr. Dickerson thinks are 
properly exempt from insurance coverage. 
These data are not presented. In fact, there 
are no actuarial, to say nothing of social, rea- 
sons for excluding home and office care from 
insurance benefits, as the experience of 
Windsor Medical Services and other prepay- 
ment plans that provide first dollar coverage 
on a fee-for-service basis have clearly shown. 

In a similar way, the argument against the 
coverage of small losses is further supported 
by the statement, “Moreover, the coverage of 
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such small losses greatly increases the cost 
of administration as the expensive settlement 
procedure is disproportionately great and the 
premium must bear their share of overhead 
and acquisition expenses.” The author pre- 
sents no data to support this often heard and 
apparently reasonable criticism. It is hoped 
that this does not reflect commercial experi- 
ence. Actually, the cost of processing small 
claims is quite minor. Again, using Windsor 
Medical Services as an example, the cost of 
processing the average claim, which was 
$6.08 in March 1955, amounted to $.14 or 2.3 
per cent of the claim, an amount hardly cal- 
culated to increase “greatly” the cost of ad- 
ministration. 


As suggested above, the major deficiencies 
of the volume appear in areas where data and 
logic collide with the well-established values 
and orientation of the commercial insurance 
industry. In other respects, however, the 
volume provides a clear, concise description 
and summary of the various governmental, 
voluntary and commercial insurance pro- 
grams in the health insurance and related 
fields. 

It can be recommended as an introduction 
to the field, but not without supplementary 
reading of alternative views. 

Benjamin J. Darsky 
University of Michigan 
School of Public Health 


The Open and Closed -Mind. By Milton Ro- 
keach. New York: Basic Books, 1960. xv, 447, 
pp. $7.50. 


This volume attempts to synthesize into a 
consistent theory a number of researches, 
some of which were theses written under the 
direction of the author. From an overview, 
this endeavor speaks well for an approach 
which permits a certain “farming out” of 
individual research under a dominant direc- 
tor. Despite the variety of contributors, the 
steady hand of Dr. Rokeach is apparent and 
the result is a generally readable volume. 

Its approach flows from a shrewd empir- 
ical observation: ardent liberals can be as 
dogmatic as arch-conservatives. Of course, 
most World War II research has tended to 
locate dogmatism in right-wing thinking. The 


suggestion that, somehow, dogmatism can ad- 


here to any faith promises much. It also 
raises considerable research problems. 

One problem is that of ‘content’ of belief 
as distinct from the structure of belief. Ro- 
keach and his associates endeavor to study 
the structure of belief, but, admittedly, do 
not quite free themselves from content. 


Despite the appearance of the word “mind” 
in the title, nowhere is an attempt made 
either to define or use the concept mind. In- 
stead, the author develops a “belief and dis- 
belief’? formulation. He argues that one must 
study not only what people actually believe 
but also what notions they reject or dis- 
believe. One can be dogmatic regarding dis- 
beliefs as well as beliefs. These, moreover, 
are organized into systems. 


In the terminology of the author, a critical 
distinction exists between “rigidity” and 
“dogmatism” (or ‘‘closed-mindedness’”’). Rig- 
idity refers to tenacity in adhering to a spe- 
cific item of belief, while dogmatism refers 
to an entire belief system. A considerable 
part of the research is devoted to examining 
the implications of this conceptual scheme. 

The book is divided into six parts. The 
first consists of a theoretical statement and 
an introduction to the items comprising the 
scale to measure open and closed belief- sys- ° 
tems. The second part is devoted to an exami- 
nation of prejudice and to the validation of 
the instrument discussed in part one. The 
third part is titled “Experimental Cosmology” 
and refers to a number of researches con- 
cerning subjects’ efforts to solve a problem, 
the solution of which involves a contradiction 
to a number of common-sense beliefs. The 
fourth part consists of a brief excursion into 
“disbelief systems” and an inquiry into com- 
parisons of religious organizations. The fifth 
attempts to handle the dynamics of belief 
systems, including such elements as anxiety, 
childhood experiences, and the effect of 
threat. The sixth is a summing up. 

Given the validation of their research in- 
struments, the central parts are highly 
imaginative attempts to test out a number of 
fundamental ideas. In the experimental cos- 
mology, for example, it is shown that rigid- 
ity, as a variable, is related to the subject’s 
analysis of the problem—the identification 
of the beliefs which must be given up in order 
to solve the new problem. Since rigidity was 
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related conceptually to an individual item of 
belief, this is a striking verification of this 
part of the theory. Rokeach also shows that 
dogmatism is related directly to solving the 
problem, which requires putting ideas to- 
gether. His cogent argument holds that the 
“closed mind” cannot handle new ideas in 
such a way as to form a new system. His re- 
sults are consistent with this argument. 

Rokeach’s development of an underlying 
continuum along which church members ar- 
range themselves is extremely interesting 
and convincing. He then attempts to connect 
perceived similarities and dissimilarities to 
such behaviors as marital problems and se- 
lecting a college. 

The study of the dynamics of belief sys- 
tems is, empirically, the weakest argument 
presented in the book. Yet, Rokeach’s at- 
tempt to discuss “threat” and “anxiety” in 
relation to an institution shows great invent- 
iveness and considerable intellectual courage. 
It involves an appeal to the history of the 
Catholic Church in responding to “historical 
threats.” A strong correlation between the 
perceived character of the threat and the se- 
verity of response to it is uncovered—given, 
of course, the validity of the scoring system. 

There are a number of deficiencies in a 
book such as this. For one thing, its findings 
can be interpreted fairly independently of 
the theoretical development presented, which 
is psychological. The author seems to mis- 
understand the sociological concept of the 
“situation.” He commits himself to the posi- 
tion that certain beliefs are appropriate to 
some situations and that contrary ones are 
somehow faulty. He simply does not under- 
stand the sociological theory of symbolic 
interaction; and his attempt to manipulate 
“frame of reference” would make a sociolo- 
gist either laugh or shudder. 

For validation, Rokeach depends upon two 
“hunks” of specimens, ten each; again and 
again he gives his dogmatism test to a captive 
audience and selects twenty students with 
extreme scores. Upon finding differences, he 
then applies them to the entire dimension of 
“closed-and-open mindedness.” On this basis, 
for example, he asserts the significance of 
personality variables as opposed to situation- 
al elements in behavior. Yet it might be that 
personality is significant for the very open- 


minded and very closed-minded, but that 
intermediate people rely more on the situa- 
tion for cues. 

The statistical analysis is quite naive. 
Many times analysis of variance and indeed 
of covariance are clearly called for. It is in- 
sinuated that certain statistics were not used 
because of a lack of meeting the assumptions. 
It is not clear, really, that any rigorous set 
of assumptions were met in any of the tests; 
and analysis of variance is known to be quite 
robust so that this argument should not have 
prevented its use. 

“Experimental cosmology” could well be 
interpreted as an attempt to study the be- 
havior of man with the salient aspects of 
culture experimentally removed. For all its 


‘deficiencies, and there are more than those 


cited, one is struck by the basic honesty of 
the book. 

Important problems are stated. Attempts 
are made to measure important variables. 
Alternative explanations are considered, as 
when age, intelligence, and other factors 
are shown to be not significantly related to 
the results. Awkward findings, which could 
have been concealed by simply not reporting 
them, were presented. 

Moreover, the implications of this sort of 
research are enormous. The problem of social 
change, for example, could well be attacked 
by this approach. The problem of accounting 
for the failure of various mental health pro- 
grams could also be profitably studied with 
this fundamental set of ideas. If personality 
factors are as pervasive as Rokeach seems 
to think, are they involved in the etiology of 
mental disorders? Would the “closed minded”’ 
person be likely to be paranoid if he were to 
become mentally ill? Could the open-minded 
person be more susceptible to manic-de- 
pressive psychosis? 

We frequently attempt to measure re- 
search by the rigor of the solution of the 
problem presented. In many instances, how- 
ever, the real contribution is in the develop- 
ment of a statement of the problem and in 
the provision of suggested solutions. Such is 
the value of this book. While an open-minded 
person might not be induced to believe all 
that is in this book, one can easily be per- 
suaded that closed-minded people would re- 
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ject it in toto. And that would be unfortunate. 
This book deserves to be read. 

Roy G. Francis 
University of Minnesota 


Adolescent Aggression. By Albert Bandura 
and Richard H. Walters. New York: The 
Ronald Press Company, 1959. xii, 475 pp. 
$7.50. 


Delinquency and its core, destructive anti- 
social aggression, have been recurrent prob- 
lems for behavioral! scientists. Analyzed from 
varying perspectives, diverse studies have 
highlighted different facets of these prob- 
lems. The sociologists have emphasized that 
law-breaking behavior is learned from peers 
and that the socio-legal definition of delin- 
quency in turn affects the delinquent’s self- 
definition and hence his identity. From this 
perspective, the influence of the family is 
subordinated to the influence of the peer 
group. In this study, however, the perspec- 
tive is psychological and the emphasis is 
upon the influence of the family upon the 
behavior of the adolescent quite apart from 
his socio-legal definition as a delinquent. At 
the outset, it can be said that the authors’ 
approach is sound because of the way they 
have circumscribed their area of inquiry, 
selected their subjects and implemented their 
methods and techniques. 

Bandura and Walters inquire specifically 
into the effects of parent-child relations and 
modes of child-training upon two groups of 
26 selected male adolescents. The 26 subjects 
who comprised the experimental group had 
histories of anti-social aggression but had no 
indications of social deprivations or consti- 
tutional disadvantages. The subjects were 
compared with a group of 26 normal adoles- 
cents who did not manifest anti-social ag- 
gressions in their developmental histories. 
Both groups of subjects were white, between 
1414 and 17 years of age, of average or 
above intelligence, from legally intact fami- 
lies with employed fathers; they resided in 
non-deteriorated areas and with one excep- 
tion were not sons of immigrants. The very 
selection of adolescent subjects largely elimi- 
nated the usual factors associated with de- 
tected delinquency; and in fact the factors 
in the selection of the subjects would corre- 


late highly with non-delinquency. Thus the 
challenging focus of inquiry would be the 
family, specifically the parent-child relations 
in the matrix of socialization. 

This study approaches this problem from 
the perspective of a modified Freudian the- 
ory consistent with the viewpoint of Sears 
and his associates. The basic mono-motiva- 
tional root is dependency, which emerges 
from identification with the parents in earli- 
est personality formation. Aggression arises 
from the subjects’ inability to handle their 
frustrated dependency needs. To ascertain 
the degree of frustration found in the two 
groups and their respective degrees of ag- 
gression, the authors have applied an elab- 
orate schedule for guided interviews, short 
scales and Thematic Appreception Tests. By 
these techniques, the subjects were tested 
for the following factors: (1) dependency, 
(2) aggression, (3) sex, (4) parental restric- 
tions, demands and discipline, and (5) the 
subjects’ identification with and internaliza- 
tion of parental controls. 

As compared to the controls, the aggres- 
sive boys were less emotionally dependent 
upon their parents, more anxious about re- 
lating to them, more resistant in accepting 
their help and company, and experienced less 
enjoyment in their parents’ company. The 
aggressive boys were less inclined to seek 
their teacher’s help, minimized the extent 
to which they sought help from their peers, 
resisted confiding in their peers and felt 
significantly more rejected by both parents. 

This study differs and yet has some simi- 
larities to the Healy-Bronner study of 1936, 
(New Light on Delinquency and its Treat- 
ment), which compared 109 delinquents and 
their 109 non-delinquent siblings. Both 
studies emphasize frustration in parent-child 
relations as predisposing towards either de- 
linquency or to anti-social aggression. But 
while the Healy-Bronner study emphasizes 
that the delinquents were thwarted in early 
life, this monograph indicates that the sub- 
jects had experienced sufficient affection 
during infancy and thus became dependent 
upon their mothers. It was later in their de- 
velopmental histories that their attempts to 
obtain dependency gratifications from their 
parents were frustrated. 

Both monographs regard anti-social be- 
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havior as effects of inadequate socialization 
instead of as an acculturative process within 
peer groups. The Healy-Bronner study, how- 
ever, selected their subjects from slum areas, 
while Bandura and Walters did not. This 
selection of subjects as well as the more 
sophisticated methodological treatment and 
the social psychologically oriented theoreti- 
cal framework found in the Bandura and 
Walters monograph are some crucial con- 
tributions to this general problem. And, by 
demonstrating many statistically significant 
differences in parent-child relations and in 
the socialization process between anti-social- 
ly aggressive and normal boys, this mono- 
graph has contributed. highly plausible find- 
ings concerning this complex problem among 
middle-class male adolescents. 

S. Kirson Weinberg 
Roosevelt University 


Health Service, Society, and Medicine. By 
Karl Evang, M.D. London and New York: 
Oxford University Press, 1960. viii, 171 pp. 
$5.00. 


This book is composed of the Heath Clark 
Lectures, delivered at the London School of 
Hygiene and Tropical Medicine in 1958 by 
the author, Director General of Health Serv- 

ices of Norway for twenty years. 

' The first lecture attempts to describe the 
varieties of health organization existing in 
the world, and by so doing it supplies an 
invaluable corrective to our quite natural 
but nonetheless parochial preoccupation with 
the American scene. The American system 
of loose organization of health services by 
market mechanisms, charity and private in- 
itiative is contrasted with the “Western Eu- 
ropean type,” in which public monies and 
agencies have a greater role to play; with the 
“Soviet Russian type,” in which “full and 
undivided responsibility for all parts of the 
health services” is assigned to public agen- 
cies; and with the mixed, not yet fully 
formed system of the underdeveloped coun- 
tries. These distinctions provide the back- 
ground for the remainder of the lectures in 
which, focusing on the Western European 
and American types, the author attempts to 
deal with the problems of adapting particu- 
lar medical institutions to scientific and so- 
cial progress. 


The first institution he discusses is the 
hospital—its growth, its success, and the 
possibility of its functional extension deeper 
into the communities around it, as well as 
those of its deficiencies that are leading to a 
reversal or at least slowing of the trend to 
increased hospitalization. Second, he dis- 
cusses the role of the general practitioner in 
health services—a devastating discussion 
that persuasively urges the necessity of pene- 
trating the isolation, autonomy and unob- 
servability of present day general medical 
practice. Third, he discusses the role of 
drugs and methods of promoting and distrib- 
uting drugs in medical care, urging greater 
attention to administrative (though not nec- 


_essarily legislative) controls. Finally, under 


the nexus, “Public Health Service,” he dis- 
cusses the relations among medical, legal, 
and administrative experts in national and 
local health affairs, deploring “the weak and 
ill-defined position of health administration 
generally in many Western countries,” and 
urging the medical profession to take more 
responsibility for it before it falls into non- 
medical hands. 

From this summary it should be clear that 
Evang offers us a rather broad perspective 
on health services. This perspective is in- 
formed by his unusually rich and strategic 
experience with the planning and adminis- 
tration of health services and biased by the 
social values that have guided his work. In- 
sofar as his orientation is practical, of 
course, it is lack of values, not the converse, 
that is irresponsible. 

No one is likely to agree with everything 
he says. I for one felt that his lecture on 
drugs was rather intemperate, and that his 
espousal of administrative control of health 
services by physicians was no more convinc- 
ing that most professional ideological state- 
ments. Objections notwithstanding, his hu- 
mane, thought-provoking book is worth read- 
ing. 

Eliot Freidson 
Montefiore Hospital, ‘New York 


Mental Health Problems of Aging and the 
Aged. Sixth Report of the Expert Committee 
on Mental Health. Technical Report Series 
No. 171. Geneva: World Health Organiza- 
tion, 1959. 51 pp. $.60. 
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There have been a number of articles and 
several books written in the last few years 
which attempt to provide a comprehensive 
review of the mental health problems of older 
persons. None of them, however, has pro- 
vided a review as authoritative, coherent, 
and complete as this brief report. The au- 
thors, members of the Expert Committee on 
Mental Health of the World Health Organ- 
ization, obviously deserve the adjective ‘“ex- 
pert.” They include leading psychiatric and 
public health authorities from several na- 
tions. 

The monograph is divided into eight sec- 
tions covering the extent and sources of geri- 
atric mental health problems, protection and 
promotion of mental health in old age, clas- 
sification and prognosis of mental disease in 
old age, organization of geriatric mental 
health services, specific treatment and reha- 
bilitative measures, training of personnel, or- 
ganization of research, and a final summary 
of recommendations. Each section is a little 
jewel in itself: complete, polished and spar- 
kling with basic, relevant information. The 
mental health problems of aging and the 
aged are placed in a demographic, epidemio- 
logical, social, and medical setting as a pre- 
liminary to discussing the possible means of 
protecting and promoting mental health and 
mitigating or curing mental illness in the 
aged. The seriousness of these problems is 
clearly recognized, but the authors are nei- 
ther alarmist nor hortatory, and their recom- 
mendations are realistic. fs 


The Committee pays special attention to 
the principles of maintaining the old as far 
as possible in their own homes and re-inte- 
grating them into the community as soon as 
possible after any essential period of treat- 
ment elsewhere. The authors emphasize the 
need for “guidance centers” as core units in 
any pattern of integrated mental health serv- 
ices for the aged. They also recommend the 
establishment of institutes of gerontology to 
serve as centers of research and training. 
Some ten research areas demanding investi- 
gation at the present time are listed, which 
should be of interest and importance to 
workers in the behavioral sciences. 

One criticism of the report may be made. 
Many references are made to current and 
past investigations, but these are not docu- 


mented. Thus a statement like this is made: 
“Studies of twins suggest that differences in 
longevity and in the time of appearance and 
rate of development of senescence are mark- 
edly affected by heredity” (p. 17). What 
studies? Who made them? No references are - 
given to indicate the answers. Some readers 
are undoubtedly erudite and knowledgeable 
enough to be able to document some of the 
many statements like this, but it is doubtful 
that any reader will be able to document all 
such statements. One should not blame the 
authors for this policy; it is apparently one 
adhered to in many WHO Technical Reports. 
But it is a poor policy in that it can cause 
irritation and inconvenience to the serious 
reader. 

Otherwise the report is an excellent exam- 
ple of what it should be, undoubtedly the de- 
finitive report on the subject of mental 
health problems of aging and the aged. And, 
at a cost of just slightly more than a penny 
per page, it is a report that everyone inter- 
ested in social and medical gerontology 
should read and own. 

James M. A. Weiss, M.D. 
University of Missouri 
School of Medicine 


Society and the Health of Older People: A 
report on the Ninth Annual Southern Con- 
ference on Gerontology held at the Univer- 
sity of Florida March 19-20, 1959. Edited by 
Irving L. Webber. Gainesville, Florida: Uni- 
versity of Florida Press, 1959. xii, 153 pp. 
$2.50. 


This symposium constitutes an interdisci- 
plinary effort on the part of representatives 
from sociology, psychology, economics, medi- 
cine, public health, nursing, and social work 
to define the impact of social and cultural 
factors on the health of the aged from a re- 
search and/or an applied point of view. It is 
interdisciplinary in the sense of representing 
a variety of approaches as distinct from a 
unified framework, and the breadth of the 
topic contributes to this variety. 

Halbert Dunn, in “High-Level Wellness 
for the Older Person and Its Relation to 
Community Health,” discusses several as- 
pects of the concept of ‘‘wellness” as distinct 
from absence of disease. He outlines a pro- 
gram for urban and urban-fringe communi- 
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ties whereby high-level wellness may be 
- achieved and maintained. The emphasis is on 
action which can realistically be taken with- 
in our present cultural framework. 

In a paper on “Social Factors Related to 
the Health of Older People,’ Marion Loftin 
sketches the findings of some studies on so- 
cioeconomic status, the role of the aged, re- 
tirement, and economic and familial changes 
in society. 

Robert Kleemeier, in “Psychological Fac- 
tors Related to the Health of Older People,” 
suggests that age and health are equivalent 
in terms of performance levels or functional 
efficiency. The implication is that research 
on health can contribute to our knowledge of 
the aged. 

Psychiatry is represented in a paper by 
Maurice Linden. His discussion centers on 
the cultural rejection of aging and the aged, 
conflict between the generations, psychologi- 
cal changes and neurotic complications in 
aging. 

Carter Osterbind lists a number of eco- 
nomic problems related to the health of the 
aged and outlines courses of action which are 
or might be taken by the aged individual, 
various social groups and society as a whole 
in order to solve these problems. 

Roth Albrecht, in a short paper on re- 
search in this area, discusses some aspects 
of research methodology and research prog- 
ress. 

Samuel Gertman’s paper, “The Physician 
Views the Psychosocial Health of the Aged,” 
has been reprinted in the Fall, 1960, issue of 
the Journal. Illustrations are presented of 
the translation of “total care” from an ab- 
stract concept to the actual practice of clinic 
operations. 

The social worker’s approach is presented 
by David Levine. He discusses the rationale 
for enabling the individual to maintain or 
regain a sense of usefulness during a period 
when the pressure of psychosocial expecta- 
tions is relaxed, and illustrates the process 
with a number of cases. 

Dorothy Smith presents the viewpoint of 
the registered nurse, discussing the impor- 
tance of dedication in nursing personnel and 
of individualized treatment which focuses 
on remotivating the sick aged to resume 
their place in society. 


“The Responsibility of Organized Medi- 
cine for the Health of the Aged” is discussed 
by Frederick Swartz, Chairman, Committee 
on Aging, Council on Medical Service, Amer- 
ican Medical Association. A health program 
for older citizens prepared by the committee 
is presented. 


Albert Hardy outlines the responsibility 
of public health agencies for the aged, sug- 
gesting that positive health services to senior 
citizens through specialized clinics may be no 
less important than the widespread “well 
baby clinics.” 

In “A Proposed County Public Health Pro- 
gram for the Aged,” Howard Carter dis- 
cusses surveys presently being designed in 


_ order to establish a health program for the 


aged in St. Petersburg. Facilities involved 
include hospital care, nursing homes, home 
care and a “Well Oldster Center.” 


The emphasis of this set of papers is on 
application and it consequently should be of 
interest to practitioners in a variety of fields. 
Special mention is due to Dunn’s paper as 
a suggestive program for community action 
based on important theoretical assumptions 
in sociology and psychology. The interaction 
between research and practice is, ideally, a 
two-way process, and suggestions for re- 
search are implied in several of the papers. 
For example, Maurice Linden’s discussion of 
psychiatry suggests a variety of hypotheses 
on factors contributing to a loss of self- 
esteem among the aged. This concern with 
the self-esteem of the aged is one which is 
repeated in a number of papers. 

Bernard S. Phillips 
University of Illinois 


Health Plans and Collective Bargaining. By 
Joseph W. Garbarino. Berkeley: University 
of California Press, 1960. vi, 301 pp. $5.00. 


An economist, Joseph W. Garbarino, has 
made a contribution to economics, sociology, 
and specialists in medical care. Sociologists 
interested in medical care will find a much- 
needed orientation to the power politics of 
labor, management, and the medical profes- 
sion in the financing and organiz tion of 
medical care, and to the chief policy issues 
now facing the field. Sociologists not inter- 
ested in medical care will find case material 
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on how different groups behave in our soci- 
ety given certain social issues. 


The setting for this study is the San Fran- 
cisco Bay area. Here are concentrated all the 
elements necessary to some understanding of 
the problems in medical care today: varieties 
in types of health plans, large and small un- 
ions, large and small business and industrial 
establishments, and also large and small med- 
ical societies from county societies to the 
state medical association. And all of these 
elements are contained in a well-defined 
area. 

Garbarino’s approach is naturally that of 
the economist concerned with price, competi- 
tion, market place, and so on, but since he 
is also a labor and industrial economist he 
has a general view which broadens his audi- 
ence. 

His sources and methods are gleanings of 
published and unpublished material avail- 
able from public and private agencies histor- 
ically and currently, and an extensive range 
of interviews with representatives of labor, 
employers, insurance agencies, and others. 
Sociologists would like to see systematic sam- 
ple interviewing of the power structure, 
deeper investigation into the interrelation- 
ships of labor unions, insurance agencies and 
the medical profession, and so on. In making 
a one-man study, however, Garbarino has 
done well, and specialists in sociology can go 
on from his base with a good knowledge of 
the scope and dimensions of the problems of 
medical care. ny 

Odin W. Anderson 
Health Information Foundation 


Patients, Physicians and Illness. Edited by 
E. Gartly Jaco. Glencoe, Illinois: The Free 
Press, 1958. 600 pp. $8.50. 


The editor dedicated this book to his wife, 
“whose healing powers far surpass the great- 
est physician.” What figures most in his sen- 
timent—his opinion of physicians or the 
trials of an editor? It could be the latter, for 
Jaco has completed a difficult job superbly: 
63 contributors and 55 chapters, many first 
rate, only a few bad, and about one-third 
never published before. 

Patients, Physicians and Illness is com- 
prehensive and well pointed, but not as big 


as its subhead. “Behavioral Science and 
Medicine.” Only seven chapters deal princi- 
pally with public health and preventive medi- 
cine (those by Anderson, Lawrence, Mabry, 
Simmons, Saunders, Roth, Cassel), and two 
with mental health or social psychiatry (by 
John and Ruth Useem, and Myers and 
Schaffer). As for “illness,” research on only 
three particular illnesses is reported: cardio- 
vascular disease, rheumatoid arthritis, facial 
deformities—the latter a pathology if not 
an “‘illness.”” But such deliberate omissions 
help the book make its place; it is about 
three-fifths concerned with the social rela- 
tions and organizational behavior of pa- 
tients, physicians, administrators, nurses, 
paramedical personnel, the skilled and semi- 
skilled workers in United States hospitals 
and clinics. These materials are grouped un- 
der four major headings; The Patient: A 
Person with an Illness, Becoming a Physi- 
cian: Medical Education, Healing Practices 
and Practitioners, and The Medical Setting: 
Hospital Clinic, and Office. The first three 
parts of the book are more traditional; So- 
cial and Personal Components of Illness, 
Health and the Community, and Socio-Cul- 
tural Aspects of Medical Care and Treat- 
ment. 

Thus, the book emphasizes the newer, ob- 
servational and interviewing studies (in the 
Hughes and Merton manners) in contrast to 
deductive and definitional work (e.g., Par- 
sons) or the older sociocultural analysis of 
death and illness rates. Correspondingly, this 
book should supplement and combine well 
with the symposium on public health edited 
by Benjamin Paul (Health, Culture and 
Community, 1955), that on mental health 
edited by Arnold M. Rose (Mental Health 
and Mental Disorder, 1955), and the several 
Russell Sage publications that began with 
Otto Pollak and collaborators (Social Science 
and Psychotherapy for Children, 1952). 

This reviewer found the following authors 
especially rewarding. Because so much “In- 
dustrial Mental Health” is little more than 
psychotherapy for top managers undertaken 
to raise funds for psychiatry, the Useems’ 
account of their imaginative and systematic 
psycho-structural study of “Social Stresses 
and Resources Among Middle Management 
Men” makes one hope for more extensive 
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publication and use of their method. A physi- 
cian, Harold G. Wolff, describes simply and 
neatly his clinical experiences with psycho- 
somatic processes, and then identifies “‘adap- 
tive patterns” of the organism in relation to 
social forms and norms. Ozzie Simmons’ 
“Implications of Social Class for Public 
Health” is a brilliant example of deductive 
analytic use of class theory. Also deductive, 
employing his favorite combination of role 
and psychodynamic analysis, Parsons (with 
Renee Fox) maps a territory whose empiri- 
cal features are almost unknown: “Illness, 
Therapy, and the Family.” Here, indeed, is “a 
fruitful field of action research” for physi- 
cians, administrators, and behavioral scien- 
tists working cooperatively. 

In the institutional (or sociology of com- 
plex organizations) realm, Albert Wessen of- 
fers a first-time publication of his conceptu- 
ally complex but lucid sociological analysis 
of an 800-bed, general hospital—‘‘Yankee 
Hospital,” some miles south of Warner’s 
Yankee City. This chapter, the longest in 
the book, laces hospital observations and 
general sociological theory (especially Hom- 
ans and Barnard) together in a manner 
which makes one wonder that this (or any) 
large hospital is less than chaos. Harvey 
Smith’s “Two Lines of Authority” makes it 
a near-miracle! This reviewer thought Sam- 
uel Bloom’s chapter the best depiction yet of 
the forces behind the behavioral science- 
comprehensive medicine movement in the 
United States. Kendall and Merton offer a 
fine condensation in 30 pages of a dozen 
Bureau studies, published in full in The Stu- 
dent Physician. 

As with most “source books” for most 
readers, this one has its disappointments. 
Most of the research reported here is of the 
single case variety, written in essay form, 
highly qualitative, and lacking sharp context, 
much less sure sampling in a known uni- 
verse. And a few of the essays are so impres- 
sionistic, so hortatory or journalistic that 
one wonders why they were included at all; 
e.g., Westberg’s “Religious Aspects of Medi- 
cal Teaching,” Lois Hoffman’s “Problem Pa- 
tient: The Christian Scientist,” or Beatrix 
Cobb’s “Why Do People Detour to Quacks?” 
It is a pity that the behavioral sciences and 
medicine here represented are no more ex- 


perimental or comparative than they are. 
But such is a state of affairs for which a 
good editor and individual authors can 
scarcely be blamed, particularly with respect 
to a book as valuable as this will be. 

N. J. Demerath 
Washington University 


Americans View Their Mental Health. By 
Gerald Gurin, Joseph Veroff and Sheila Feld. 
New York: Basic Books, Inc., 1960. xxxv, 
444 pp. $7.50. 


This fourth report from the Joint Com- 
mission on Mental Illness and Health sur- 
veys Americans’ opinions of their mental 
health. It is very nicely produced—the tables 


' are clear, the writing is lucid, and there is 


never any doubt about what questions were 
asked to produce the results here reported. 
For this reason, it is very welcome. 

The report is divided into two main sec- 
tions. The first covers the responses of a na- 
tional sample of “normal” Americans to 
questions about their happiness, how much 
they worry, how they evaluate their mar- 
riages, their families, their jobs, and what 
strengths and weaknesses they think they 
have. The second section reports the respond- 
ents’ views on such matters as how many 
problems they have, where they go for help 
with these problems, and the adequacy of the 
help they get. 

The results include some doleful surprises 
and substantiate some disturbing guesses 
about the attitudes of our population. We 
Americans worry most about material mat- 
ters and most of our happiness is connected 
with ourselves and our closest kin. The af- 
fairs of the world, society and the commun- 
ity have little to do with our satisfactions 
and dissatisfactions, or so we say when ques- 
tioned in this fashion. Furthermore, we seem 
to see ourselves as a frail lot. One in four of 
us feels that he needs or has needed expert 
help with his problems, nearly one in seven 
of us has sought it, and a hefty one in five 
has felt at one time or another that he was 
going to have a “nervous breakdown.” Amer- 
ica is apparently not like Sparta. 

These findings lead, however, to a first 
criticism of this book. The very virtue of 
asking simple questions and recording the 
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answers faithfully becomes a vice when the 
interpretations of the answers are posi hoc 
and atheoretical. Many assumptions get wov- 
en into the report. Two examples will suf- 
fice: On page 49 the authors say, “But, 
whereas unhappiness reflects a lack of posi- 
tive resources and an apathetic and pessi- 
mistic view of life, worrying seems to reflect 
an investment in life, a commitment to 
change, and an optimism about the possibil- 
ity of change.” Looking back over the pre- 
ceding pages it is impossible to imagine what 
basis there is for this interpretation. One 
can only conclude that the authors assume 
what the respondents mean by unhappiness 
and worry. On page 44 they say, “it is not 
surprising that older people, in addition to 
being less happy, also tend to worry less, for 
this may be viewed as a reflection of lower 
aspiration and withdrawal and resignation.” 
In the light of the data presented, it seems 
just as reasonable to say, “this may be 
viewed as a reflection of detached and philo- 
sophical resignation.” The difference be- 
tween these two statements arises entirely 
from different assumptions held by their 
writers. In short, the authors not only col- 
lected normative responses but allowed them- 
selves to make normative interpretations of 
them; and they have, therefore, left their 
treasure largely unmined. However, because 
they have reported it so fully and clearly, 
others will no doubt make more subtle use 
of it. 

A final point. The bibliography coritains 
only fourteen items of which two are meth- 
odological, and three are prior publications 
of the Joint Commission. There is no men- 
tion of Roper’s early survey of attitudes to- 
ward mental health and illness, no mention 
of Star’s reported work and none of Os- 
good’s, to name only a few relevant items. 
Some attention to such work might have re- 
sulted in a theoretical framework which 
would have carried this book considerably 
beyond its present solid but limited accom- 
plishment of data collection and tabulation. 
We have here, however, a very substantial 
contribution to our knowledge of American 


ideology. Elaine Cumming 


Mental Health Research Unit 
State of New York 
Syracuse, New York 


Thirty Years of Research in Human Fertil- 
ity—Retrospect and Prospect. New York: 
Milbank Memorial Fund, 1959. 158 pp. $1.00. 


This monograph consists of a series of 
papers originally read at the 1958 Annual 
Conference on the Milbank Memorial Fund. 
The Conference memorialized the thirtieth 
anniversary of the Fund’s Division of Re- 
search and the inauguration of its work in 
the study of population problems. Quite ap- 
priately, then, the papers, in turn, review 
research activity in fertility during the past 
thirty years, consider current research on 
fertility, and focus on the outlook for the 
future. 


The articles are classified into three major 
divisions, each division consisting of three 
contributions. The first division, “Trends 
and Measures of Fertility,’ contains a very 
excellent article by John Hajnal concerned 
with the development of theory and the 
measurement of fertility during the past 
thirty years. This is followed by Norman B. 
Ryder’s critical appraisal of fertility trends 
in the United States during the same period. 
Wilson H. Grabhill and Joseph Schachter 
conclude this section by discussing the needs 
and outlook for new census and registration 
data on fertility. 

The second major division is concerned 
with new findings on fecundity and contra- 
ception. Ronald Freedman’s interesting re- 
port on fecundity impairments and contra- 
ceptive practices in a cross-section of white 
married couples in the United States is based 
on a recent survey on the “Growth of Amer- 
ican Families.” Findings from another cur- 
rent project on the “Future Fertility of Two- 
Child Families” are included in Robert G. 
Potter Jr.’s, paper focused on contraceptive 
practices and birth intervals among a sam- 
ple of metropolitan two-child couples. The 
present status of research in the biological 
control of fertility is well-described by War- 
ren O. Nelson and completes the second di- 
vision. 

The last division is devoted to a considera- 
tion of social and psychological factors af- 
fecting fertility. Arthur A. Campbell pre- 
sents results from the “Growth of American 
Families” study, concerning himself with the 
socioeconomic correlates of fertility and fer- 
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tility expectations. The last two papers are 
based on the “Future Fertility of Two-Child 
Families” study—one by Charles F. Westoff 
which examines the relation between religion 
and fertility while the other, by Philip C. 
Sagi, is an analysis of birth intervals among 
two-child couples. 

These papers, prepared by a distinguished 
group of investigators, are uniformly of high 
quality and interest. In addition to compe- 
tent reviews of research during the past thir- 
ty years, five articles are original publica- 
tions based on two current major studies. 
These latter papers deserve careful attention 
by students of human fertility in and of 
themselves. To find them included among a 
series of “retrospect” and “‘prospect” papers 
makes the entire volume all the more valu- 


able. S. Leonard Syme 
National Institutes of Health 


The Ecology of Human Disease. By Jacques 
M. May. New York: MD Publications, 1958. 
327 pp. $7.50. 


This is the first in a three-volume series 
planned by the author on the relation be- 
tween the geographical environment and dis- 
ease. The first two tomes are confined to 
consideration of some of the more important 
transmissible diseases, with the third is to be 
devoted to the chronic and degenerative dis- 
eases. ‘ 

This initial book is divided broadly into 
two sections, the first dealing with the au- 
thor’s conception of disease etiology, and the 
second with the study of the etiology of such 
diseases as cholera, brucellosis, poliomyelitis, 
tuberculosis, leprosy, bacillary dysentery, 
salmonelloses, and the like. 

Dr. May’s stated orientation is a geo- 
graphical one, and quite consistent with his 
position as head of the Medical Geography 
Department of the American Geographical 
Society. He defines ecology as the science of 
the habitat, and states his interest as lying 
in the geographical environment. The sociol- 
ogist could be critical of this narrow inter- 
pretation of habitat, and wish for the inclu- 
sion of the social and cultural environment 
as proper for study in the field of ecology. 
Man alters his environment through his cul- 
ture, and produces situations which predis- 
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pose him to or protect him from disease. Cul- 
ture embraces a much larger and probably 
more fruitful collection of variables for the 
investigation of disease etiology than geog- 
raphy considered by itself. If geographical 
relationships exist, and if “by reading a map 
of disease one can get a clue to all the factors 
needed for its occurrence,” this is true main- 
ly because of the coincidence of certain cul- 
tures in certain geographical areas. 

While many diseases appear mainly among 
peoples living in certain climates or at cer- 
tain altitudes, it is true that they are also 
found, perhaps less often, under other physi- 
cal conditions. Conversely, a given disease 
found mainly in one type of climate, say 
tropical, is not necessarily discovered in ev- 
ery region having that climate. Man is able 
to alter his environment culturally so as to 
reduce or eliminate diesase in regions in 
which it might otherwise be indigenous. Such 
alteration might be planned and purposeful, 
as in the anti-malaria efforts undertaken in 
South America, or accidental and the un- 
anticipated consequence of a cultural usage 
undertaken for another purpose. 


Nevertheless, despite his concern for map- 
ping disease distributions, and for the effect 
of physical variables in the production of 
disease—despite his stated concern with the 
geographic and his underplaying of socig 
cultural factors in his philosophy of inyéSti- 
gation—in actual practice Dr. May considers 
them in much more detail than have many 
other authors. While the sociocultural fig- 
ures unimportantly in his discussion of re- 
search strategy, it bulks large when it comes 
to tactics. Cultural factors in disease etiology 
are indicated as an important area of inves- 
tigation in his early chapter on disease stim- 
uli. In many but not all of his discussions of 
individual diseases in the latter part of the 
book, he examines the cultural along with 
inorganic and organic stimuli. 

Dr. May spent many years teaching medi- 
cine in Hanoi. It may have been this experi- 
ence with a culture quite different from his 
own that led him to an appreciation of cul- 
ture which is far from usual among medical 
scientists. Indeed, his orientation towards 
the understanding of disease causation is un- 
usual even among those traditionally most 
interested in culture. Epidemiology is a dis- 
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cipline largely ignored by sociologists and 
anthropologists. Particularly is this true as 
regards non-psychiatric diseases. This book 
should in some measure demonstrate the po- 
tentialities of epidemiology for future in- 
vestigation by social scientists. Many prob- 
lems in understanding the chain of events 
leading to disease are susceptible to investi- 
gation by researchers of human behavior, 
and this book testifies to that fact in great 
detail. It should be required reading for ev- 
ery investigator in medical sociology or an- 
thropology, and it should be on the reading 
list for every graduate or undergraduate 
course in those disciplines. We look forward 
to seeing Dr. May’s subsequent volumes in 
this field, particularly that on degenerative 
and chronic disease. 

Saxon Graham 
Roswell Park Memorial Institute 
Buffalo, N. Y. 


Syllabi in Social Gerontology. Edited by Irv- 

i . Webber. Ann Arbor: University of 

ifnigan Institute of Social Gerontology, 
9. $.50 per set, paper. 


o. I. The Economics of an Aging Popula- 
tion. By Walter H. Franke and Richard C. 
Wilcock. 57 pp. $.15, paper. 

No. II. The Psychological Aspects of Aging. 
By Raymond G. Kuhlen and Woodrow W. 
Morris. 30 pp. $.15, paper. 

No. III. The Sociology of Aging and the 
Aged. By Irving L. Webber and Gorden F. 
Streib. 35 pp. $.15, paper. 

No. IV. Social Welfare and the Aged. By 
Gordon J. Aldridge and Fedele F. Fauri, 51 
pp. $.15, paper. 

No. V. An Interdisciplinary Course in Social 
Gerontology. By Bernice L. Neugarten, Rob- 
ert J. Havighurst and Claire F. Ryder. 31 
pp. $.15, paper. 


The Institute of Social Gerontology has 
published this series of course syllabi and 
annotated bibliographies as one part of its 
program to provide teaching materials for 
courses in aging, approached from the view- 
point of the social and behavioral sciences. 
The Institute is also publishing other sub- 
stantive materials for such courses, e.g., two 
handbooks on social gerontology and one on 
the biology and psychology of aging. 


The syllabi and bibliographies are devoted 
to the three traditional areas of economics, 
psychology and sociology, as well as to so- 
cial welfare and interdisciplinary social sci- © 
ence. They are considered appropriate for 
both graduate and undergraduate courses. _ 

The syllabi are outlined for direct appli- 
cation to the classroom and include selected 
readings for each topic suggested. The first 
four deal with aging from the specific per- 
spectives of their disciplines. Neugarten, 
Havighurst and Ryder’s outline for the in- 
terdisciplinary course in social gerontology 
is sociologically oriented and considers five 
topics: social change and its effect upon the 
aging, social-psychological development, the 
effect of the aging process on family struc- 
ture, the relationship between economics, 
politics and old age, and the significance of 
work and play for older people. 

The annotated bibliographies are both 
representative and up to date. 


William H. Barber 
St. Louis University 


Annual Epidemiological and Vital Statistics, 
1957. Geneva: World Health Organization, 
1960. 669 pp. $12.00, paper. 


This volume is the tenth of the present 
series published by the World Health Or- 
ganization, and continues a similar series 
inaugurated by the League of Nations in 
1922. Drawn from official sources, this com- 
pendium contains a wealth of material in- 
teresting to medical sociologists. In addition 
to summary statistics on area, population, 
births, deaths and infant mortality for re- 
porting nations and dependencies of the 
world, this volume includes similar informa- 
tion for major cities and, for some nations, 
by racial groups. Age—and sex—specific 
death rates are presented for all reporting 
jurisdictions, and the rates are given for 
fifty countries with respect to the fifty spe- 
cific causes of death comprising the 1948 
International Abridged “B” List. Still more 
specific data are presented on infant mortal- 
ity and for fifteen especially important 
causes of death. Reported morbidity data are 
also given for some thirty infectious dis- 
eases. 


Finally, the World Health Organization 
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offers statistics on numbers of health per- 
sonnel and hospital beds for reporting juris- 
dictions. 

Anyone interested in international epi- 
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demiological data should consult this volume 
for the most recent available official data. 

Albert F. Wessen 
Washington University 


BOOKS RECEIVED 


BOOKS RECEIVED: (As of November 1, 1960) 


Abrahamsen, David, The Psychology of Crime, New 
York: Columbia University Press, 1960. xii, 358 
pp. $6.00. 

Adams, Leon D., The Commonsense Book of Drink- 
ing, New York: David McKay Co., Inc., 1960. xiv, 
210 pp. $3.95. 

Adams, Richard N., and Jack J. Preiss, Human Or- 
ganization Research, Homewood, Illinois: The Dor- 
sey Press, Inc., 1960. xviii, 456 pp. $6.95. 

American Academy of F'ediatrics, Committee on Hos- 
pital Care, Care of Children in Hospitals, Evan- 
ston, Illinois, 1960. 96 pp. (price not indicated). ° 

Annual Epidemiological and Vital Statistics, 1957, 
Geneva: World Health Organization, 1960. 669 pp. 
$12.00. 

Bell, Norman W., and Ezra F. Vogel, A Modern 
Introduction to The Family, Glencoe, Illinois: The 
Free Press, 1960. x, 691 pp. $7.50. 

Bettelheim, Bruno, The Informed Heart, Glencoe, 
Illinois: The Free Press, 1960 viii, 309 pp. $5.00. 

Bower, Eli M., Early Identification of Emotionally 
Handicapped Children in School, Springfield, Illi- 
nois: Charles C. Thomas, 1960. xiii, 120 pp. $5.00. 

Clendening, Logan, Source Book of Medical History, 
New York: Dover Publications, Inc., 1960 xiv, 685 
pp. $2.75. 

Cloward, Richard A., and Lloyd E. Ohlin, Delin- 
quency and Opportunity, Glencoe, Illinois: The 
Free Press, 1960. viii, 220 pp. $4.00. 

Colby, Kenneth Mark, An Introduction to Psycho- 
analytic Research, New York: Basic Books, Inc., 
1960. ix, 117 pp. $3.00. 


-Dunham, H. Warren and S. Kirson Weinberg, The 


Culture of the State Mental Hospital, Detroit, 
Michigan: Wayne State University Press, 1960. 
xxii, 284 pp. $5.00. 

Evang, Karl, Health Service, Society and Medicine, 
New York: Oxford University Press, 1960. viii, 
172 pp. $5.00. 

Freud, Ernst (ed.), Letters of Sigmund Freud, New 
York: Basic Books, Inc., 1960. viii, 470 pp. $7.50. 

Fuller, John L., and W. Robert Thompson, Behavior 
Genetics, New York: John Wiley and Sons, Inc., 
1960. 396 pp. $8.95. 

Galdston, Iago (ed.), Medicine and the Other Disci- 
plines, New York: International Universities 
Press, 1960. 192 pp. $3.00. 

Garbarino, Joseph W., Health Plans and Collective 
Bargaining, Berkeley: University of California 
Pross, 1960. vi, 301 pp. $5.00. 

Gurin, Gerald, Joseph Veroff and Sheila Feld, 


Americans View Their Mental Health, New York: 
Basic Books, Inc., 1960. xxxv, 444 pp. $7.50. 

Hammond, Kenneth, Fred Kern, et al., Teaching 
Comprehensive Medical Care; a Psychological 
Study of a Change in Medical Education. A Com- 
monwealth Fund book, Cambridge: Harvard Uni- 
versity Press, 1957. xxii, 642 pp. $10.00. 

Hopkins, James T., Fifty Years of Citrus, Gaines- 
ville, Florida: University of Florida Press, 1960. 
279 pp. $5.00. 

Jackson, Don D., The Etiology of Schizophrenia, New 
York: Basic Books, Inc., 1960. 456 pp. $7.50. 

Jahoda, Marie, Race Relations and Mental Health, 
New York: Columbia University Press, 1960. 48 
pp. $.50. 

Konig, Rene, and Margaret Ténnesmann (eds.), 
Probleme Der Medizin—Soziologie, Cologne: West- 
deutscher Verlag, 1958. 336 pp. (no price indi- 
cated). 

Lennard, Henry L., Arnold Bernstein, et al., The 
Anatomy of Psychotherapy, New York: Columbia 
University Press, 1960. xii, 209 pp. $6.00. 

Levine, Edna Simon, The Psychology of Deafness, 
New York: Columbia University Press, 1960. 383 
pp. $7.50. 

Love, Albert G., Eugene L. Hamilton and Ida Levin 
Hellman, Tabulating Equipment and Army Medi- 
cal Statistics, Washington, D. C.: Office of the 
Surgeon General, Department of the Army, 1958. 
202 pp. $2.00. 

Macgregor, Frances Cooke, Social Science in Nurs- 
ing, New York: Russell Sage Foundation, 1960. 
354 pp. $5.00. 

Marcus, Irwin M., Irvin Kraft, Fred Southerland, 
Wilma Wilson, Delmar Swander and Edith Schul- 
hofer, An Interdisciplinary Approach to Accident 
Patterns in Children, Lafayette, Indiana: Child 
Development Publications, 1960. 79 pp. $2.50. 

Marti-Ibanez, Felix (ed.), Henry E. Sigerist on the 
History of Medicine, New York: M. D. Publica- 
tions, Inc., 1960. 313 pp. $6.75. 

May, Jacques, The Ecology of Human Disease, New 
York: M. D. Publications, Inc., 1958. 327 pp. $7.50. 

McCarthy, Raymond G., Drinking and Intoxication, 
Glencoe, Illinois: The Free Press, 1959. xix, 459 
pp. $7.50. 

McPartland, Thomas S., Robert W. Habenstein and 
Charlton R. Price, Social Change and Mental 
Health, Parksville, Missouri: The Park College 
Press, 1960. 49 pp. (no price indicated). 

Medawar, Peter B., The Future of Man, New York: 
Basic Books, Inc., 1960. 128 pp. $3.00. 





BOOKS RECEIVED 325 


Meyer, Henry J., and Edgar F. Borgatta, An Ex- 
periment in Mental Patient Rehabilitation, New 
York: Russell Sage Foundation, 1959. 114 pp. 
$2.50. 

Miller, Daniel and Guy E. Swanson, Inner Conflict 
and Defense, New York: Holt, Rinehart and Win- 
ston, Inc., 1960. x, 452 pp. $6.95. 

Miller, F. J. W., S. D. M. Court, W. S. Walton and 
E. G. Knox, Growing Up in Newcastle Upon Tyne, 
New York: Oxford University Press, 1960. xxi, 
369 pp. $5.75. 

Millspaugh, Martin and Gurney Breckenfeld, The 
Human Side of Urban Renewal, New York: Ives 
Washburn, Inc., 1960. x, 233 pp. $4.50. 

Myers, Jerome K., and Bertram H. Roberts, Family 
and Class Dynamics in Mental Illness, New York: 
John Wiley and Sons, Inc., 1959. 295 pp. $6.95. 

Neugarten, Bernice L., Robert J. Havighurst and 
Claire F. Ryder, A Syllabus and Annotated Bibii- 
ography on an Interdisciplinary Course in Social 
Gerontology, Ann Arbor, Michigan: University of 
Michigan, 1959. 31 pp. $.15. 

Opler, Marvin K. (ed.), Culture and Mental Health, 
New York: The Macmillan Company, 1959. xxi, 
533 pp. $8.75. 

Pasamanick, Benjamin (ed.), Epidemiology of Men- 
tal Disorder, Washington, D. C.: American Associ- 
ation for the Advancement of Science, 1959. x, 295 
pp. $6.50 regular; $5.75 prepaid to AAS members. 

Perry, Natalie, Teaching the Mentally Retarded 
Child, New York: Columbia University Press, 
1960. xii, 282 pp. $6.00. 

Rainwater, Lee and Karol Kane Weinstein, And the 
Poor Get Children; Sex, Contraception and Fam- 
ily Planning in the Working Class, Chicago: 
Quadrangle Books, Inc., 1960. xiv, 202 pp. $3.95. 

Reiner, Beatrice Simcox and Irving Kaufman, Char- 
acter Disorders in Parents of Delinquents, New 
York: Family Service Association of America, 
1959. 179 pp. $2.75. 

Reissman, Leonard, Class in American Society, Glen- 
coe, Illinois: The Free Press, 1959. 436 pp. $6.75. 

Robertson, James, Young Children in Hospitals, New 
York: Basic Books, Inc., 1959. 136 pp. $3.00. 

Robinson, Reginald, David F. deMarche and Mildred 


K. Wagle, Community Resources in Mental Health, 
New York: Basic Books, Inc., 1960. xxvi, 435 pp. 
$8.50. 

Roemer, Milton I. (ed.), Henry E. Sigerist on the 
Sociology of Medicine, New York: M. D. Publica- 
tions, Inc., 1960. 397 pp. $6.75. 

Roemer, Milton I., and Max Shain, Hospital Utiliza- 
tion Under Insurance, Chicago, Illinois: American’ 
Hospital Association, 1959. 39 pp. $1.75. 

Rogers, Edna, Measurement of Status Relations in a 
Hospital, Columbus, Ohio: State University En- 
gineering Experiment Station, Bulletin 175, 1959. 
55 pp. $2.00. 

Rohrer, John H., Munro S. Edmondson, et al., The 
Eighth Generation, New York: Harper and Broth- 
ers, 1960. xi, 346 pp. $6.00. 

Seidman, Jerome M., The Adolescent; A Book of 
Readings, revised edition, New York: Henry Holt 
and Company, 1960. x, 870 pp. $6.50. 

Shryock, Richard Harrison, Medicine and Society in 
America, 1660-1860 New York: New York Uni- 
versity Press, 1960. viii, 182 pp. $4.00. 

Sidman, Murray, Tactics of Scientific Research, New 
York: Basic Books, Inc., 1960. x, 428 pp. $7.50. 
Solley, Charles M., and Gardner Murphy, Develop- 
ment of the Perceptual World, New York: Basic 

Books, Inc., 1960. xiv, 353 pp. $6.50. 

Spiegelman, Mortimer, Ensuring Medical Care for 
the Aged, Homewood, Illinois: Richard D. Erwin, 
Inc., 1960. xxvi, 280 pp. $6.25. 

Thirty Years of Research in Human Fertility, Retro- 
spect and Prospect, New York: Milbank Memorial 
Fund, 1960. 157 pp. $1.00. 

Titchener, James L., and Maurice Levine, Surgery 
as a Human Experience, New York: Oxford Uni- 
versity Press, 1960. xxx, 285 pp. $6.00. 

Webber, Irving L. (ed.), Society and the Health of 
Older People, Gainesville, Florida: University of 
Florida Press, 1959. xii, 153 pp. $2.50. 

Whyte, Lancelot L., The Unconscious Before Freud, 
New York: Basic Books, Inc., 1960. xiii, 219 pp. 
$4.50. 

Wright, Beatrice, Physical Disability: A Psycho- 
logical Approach, New York: Harper and Broth- 
ers, 1960. 408 pp. $6.00. 





JOURNAL OF HEALTH AND HUMAN BEHAVIOR 


INDEX TO VOLUME I: 1960 
ARTICLES 


APPLE, DORIAN, How Laymen Define 
Illness 

BRIGANTE, THOMAS R., Some Defensive 
and Offensive Patterns of the Psycho- 
logically Sophisticated 

BucK, RODGER L., Training Social Scien- 
tists for Medical Research and Teach- 


CRAWFORD, FRED H., GLEN W. ROLLINS, 
and ROBERT L. SUTHERLAND, Varia- 
tions in the Evaluation of the Men- 
tally Ill 

CRENSHAW, TROY, International Com- 
munication and Health and Medicine.. 


DOVENMUEHLE, ROBERT H., Health and 


ELLING, RAY, RUTH WHITTEMORE, and 
MorRRIS GREEN, Patient Participation 
in a Pediatric Program 

FARBER, BERNARD, Perception of Crisis 
and Related Variables in the Impact 
of a Retarded Child on the Mother... 

FREEMAN, VICTOR J., Beyond the Germ 
Theory: Human Aspects of Health 
and Illness 

FRIEDSAM, H. J., Older Persons as Dis- 
aster Casualties 

GERTMAN, SAMUEL, A Physician Views 
the Psychosocial Health of the Aged.... 

GOLDSTEIN, BERNARD, LAWRENCE G. 
NORTHWOOD, and RHODA L. GOLD- 
STEIN, Medicine in Industry: Prob- 
lems of Administrators and Practi- 
tioners 

GOLDSTEIN, RHODA L., BERNARD GOLD- 
STEIN, and LAWRENCE G. NORTHWOOD, 
Medicine in Industry: Problems of 
Administrators and Practitioners 

GREEN, MorRISs, RUTH WHITTEMORE, 
and RAY ELLING, Patient Participa- 
tion in a Pediatric Program 

HANSEN, A. VICTOR JR., FRANCIS H. 
HOFFMAN, WILLIAM A. STEIGER, and 
HERMAN NIEBUHR, A Definition of 
Comprehensive Medicine 


101 


HAYES, DONALD P., and JOAN K. JACK- 
SON, Teaching Social Science in the 
Medical School: A Case Study in 
Teamwork and Practice 

HERTZ, MARGUERITE R., Mental Patients 
and Civil Rights: A Study of Opinions 
of Mental Patients on Social and Po- 
litical Issues 

HOFFMAN, FRANCIS H., WILLIAM A. 
STEIGER, VICTOR A. HANSEN JR., and 
HERMAN NIEBUHR, A Definition of 
Comprehensive Medicine 

JACKSON, JOAN K., and DONALD P. 
HAYES, Teaching Social Science in the 
Medical School: A Case Study in 
Teamwork and Practice 

JACO, E. GARTLY, Problems and Pros- 
pects of the Social Sciences in Medical 
Education 

MALONE, D. H., See Reissman 

McCorpb, WILLIAM, JOAN McCorpD, and 
PAUL VERDEN, Familial Correlates of 
“Psychosomatic” Symptoms in Male 
Children 

McCorD, JOAN, WILLIAM McCorp, and 
PAUL VERDEN, Familial Correlates of 
“Psychosomatic” Symptoms in Male 
Children 

McCorRKLE, THOMAS, Introduction 

MECHANIC, DAVID, and EDMUND H. VOL- 
KART, Illness Behavior and Medical 
Diagnoses 

NIEBUHR, HERMAN, WILLIAM A. STEI- 
GER, FRANCIS H. HOFFMAN, and VIC- 
TOR A. HANSEN JR., A Definition of 
Comprehensive Medicine 

NORTHWOOD, LAWRENCE G., BERNARD 
GOLDSTEIN, and RHODA L. GOLDSTEIN, 
Medicine in Industry: Problems of 
Administrators and Practitioners 

PARSONS, TALCOTT, Toward a Healthy 
Maturity 

PLATOU, RALPH V., and LEONARD REISs- 
MAN, with the assistance of S. H. 
Sledge and D. H. Malone, The Moti- 
vation and Socialization of Medical 
Students 


83 


259 


163 





PORTERFIELD, AUSTIN L., Social Knowl- 
edge in Medicine: An Editorial 

REEDER, LEO G., Mailed Questionnaires 
in Longitudinal Health Studies: The 
Problem of Maintaining and Maximiz- 
ing Response 

REISSMAN, LEONARD, and RALPH V. 
PLATOU, with the assistance of S. H. 
Sledge and D. H. Malone, The Moti- 
vation and Socialization of Medical 
Students 

ROEMER, MILTON I., Distribution of Hos- 
pital Beds Needed in a Region 

ROLLINS, GLEN W., FRED H. CRAWFORD, 
and ROBERT L. SUTHERLAND, Varia- 
tions in the Evaluation of the Men- 
tally Il 

ROsE, ARNOLD M., Social Psychological 
Effects of Physical Deprivation 

RONEY, JAMES G., JR., Social Sciences 
in the Teaching of Public Health 

ROSEN, GEORGE, Psychopathology in the 
Social Process: I. A Study of the Per- 
secution of Witches in Europe as a 
Contribution to the Understanding of 
Mass Delusions and Psychic Epidem- 


SAMORA, JULIAN, The Social Scientist 


as Teacher and Researcher in the 
Medical School 


ABSTRACTS 


INDEX 


SANUA, VICTOR D., Sociocultural Factors 
in Responses to Stressful Life Situa- 
tions: Aged Amputees as an Example 

SIMON, ABRAHAM J., Illness and the 
Psychodynamics of Stressful Life Sit- 
uations as Seen in a Children’s Clinic 

SLEDGE, S. H., See Reissman 

STEIGER, WILLIAM A., FRANCIS H. HOFF- 
MAN, A. VICTOR HANSEN JR., and 
HERMAN NIEBUHR, A Definition of 
Comprehensive Medicine 

STRAUS, ROBERT, Some Sociocultural 
Considerations in the Care of Patients 
with a Myocardial Infarction 

SUTHERLAND, ROBERT L., FRED H. CRAW- 
FORD, and GLEN W. ROLLINS, Varia- 

‘tions in the Evaluation of the Men- 
tally Ill 

TURNER, HELEN, The Patient as a Per- 
son in the Treatment Relationship 

VERDEN, PAUL, WILLIAM McCorpD, and 
JOAN McCorpD, Familial Correlates of 
“Psychosomatic” Symptoms in Male 
Children 

VOLKART, EDMUND H., and DAviD ME- 
CHANIC, Illness Behavior and Medical 
Diagnoses 

WHITTEMORE, RUTH, RAY ELLING, and 
MorRIS GREEN, Patient Participation 
in a Pediatric Program 


56-67, 130-141, 226-236, 294- 


BOOK REVIEWS 


ALBEE, GEORGE W., Mental Health and 
Manpower Trends.—Richard H. Wil- 


APPLE, DorRIAN -(ed.), Sociological 
Studies of Health and Sickness— 
Austin L. Porterfield 

BANDURA, ALBERT, and RICHARD H. 
WALTERS, Adolescent Aggression—S. 
Kirson Weinberg 

BECK, SAMUEL J., and HERMAN B. MOL- 
ISH, Reflexes to Intelligence: A Read- 
er in Clinical Psychology—Raymond 


BILLINGTON, GEORGE F., Cases in Hos- 
pital Administration—Frederick C. 
LeRocker 


BIRREN, JAMES E. (ed.), Handbook of 
Aging and the Individual: Psycho- 
logical and Biological Aspects—F'ran- 
ces C. Jeffers 

BROWN, Ray E. (ed.), Graduate Educa- 
tion for Hospital Administration— 
Edith M. Lentz 

CHANCE, ERIKA, Families in Treatment 
—Jules Henry 

CLARK, MARGARET, Health in the Mexi- 
can American Culture—Julian Sa- 


DAVIES, STANLEY POWELL, The Mentally 
Retarded in Society—John H. Mabry 

DICKERSON, O. D., Health Insurance— 
Benjamin J. Darsky : 


327 


17 


13 


306 


72 


310 





i. nein 


328 JOURNAL OF HEALTH AND HUMAN BEHAVIOR 


EDWARDS, G. FRANKLIN, The Negro Pro- 
fessional Class—Neil H. Cheek Jr 

EVANG, KARL, Health Service, Society, 
and Medicine—Eliot Freidson 

FARBER, BERNARD, Effects of a Severely 
Mentally Retarded Child on Family 
Interaction—John H. Mabry 

Fox, RENEE C., Experiment Perilous— 
Arnold M. Rose 

GLADSTON, IAGO (ed.), Medicine and An- 
thropology—Lyle Saunders 

GALLAGHER, J. ROSWELL, Medical Care 
of the Adolescent—Barbara Korsch.... 

GARBARINO, JOSEPH W., Health Plans 
and Collective Bargaining—Odin W. 
Anderson 

GINZBERG, ELI, JOHN D. MINER, JAMES 
K. ANDERSON, SOL W. GINSBERG, and 
JOHN L. HERMA, Breakdown and Re- 
covery—Edmund Volkart 

GURIN, GERALD, JOSEPH VEROFF, and 
SHEILA FELD, Americans View Their 
Mental Health—Elaine Cumming 

HANLON, JOHN J., Principles of Public 
Health Administration—Milton I. 
Roemer 


HARPER, ROBERT A., Psychoanalysis and 
Psychotherapy: 36 Systems—Ray H. 


HARRIS, IRVING D., Normal Children and 
Mothers, Their Emotional Opportuni- 
ties and Obstacles—Guy E. Swanson.. 


JACO, E. GARTLY (ed.), Patients, Physi- 


cians, and Illness—N. J. Demerath... : 


JACO, E. GARTLY (ed.), Patients, Physi- 
cians, and Illness—Austin L. Porter- 


KAwWI, ALI A., and BENJAMIN PASAMAN- 
ICK, Prenatal and Paranatal Factors 
Reading Difficulties—M. A. Stewart 

KONIG, RENE, and MARGRET TONNES- 
MANN, Probleme Der Midizin-Soziol- 
ogie—E. John Parker 

LEIGHTON, ALEXANDER H., My Name Is 
Legion—Marvin K. Opler 

LINDZEY, GARDNER (ed.), Assessment of 
Human Motives—John G. Glidewell.. 

May, JACQUES M., The Ecology of Hu- 
man Disease-—Saxon Graham 

McCaRTHY, RAYMOND G. (ed.), Drink- 
ing and Intoxication—David J: Pitt- 


MEYER, HENRY J., and EDGAR F. Bor- 
GATTA, An Experiment in Mental Pa- 
tient Rehabilitation—William H. 


MILBANK MEMORIAL FUND, Thirty 
Years of Research in Human Fertility 
—Retrospect and Prospect—S. Leon- 
ard Syme 

MYERS, JEROME K., and BERTRAM H. 
ROBERTS, Family and Class Dynamics 
in Mental Illness—Austin L. Porter- 


OPLER, MARVIN K. (ed.), Culture and 
Mental Health—Otto von Mering 

REISSMAN, LEONARD, Class in American 
Society—Jerome K. Myers 

ROBERTSON, JAMES, Young Children in 
Hospitals—Robin F. Badgley 

ROEMER, MILTON I., and MAX SHAIN, 
Hospital Utilization under Insurance 
—Kathleen Archibald 

ROKEACH, MILTON, The Open and Closed 
Mind—Roy G. Francis 

SEWARD, GEORGENE (ed.), Clinical 
Studies in Cultural Conflict—William 
J. McEwen 

STERN, BERNARD J., (Selected Papers 
of), Historical Sociology—Rose Laub 


STOODLEY, BARTLETT H., The Concepts 
of Sigmund Freud—Harvey Smith.... 

TENBROEK, JACOBUS, and FLOYD W. 
MATSON, Hope Deferred: Public Wel- 
fare and the Blind—Joseph W. Eaton 

WEBBER, IRVING L. (ed.), Society and 
the Health of Older People: A Report 
on the Ninth Annual Southern Con- 
ference cn Gerontology—Bernard S. 

web hillips 

WEBBER, IRVING L. (ed.), Syllabi in So- 
cial Gerontology—William H. Barber 

WILLIAMS, GREER, Virus Hunters— 
Charles V. Willie 

WORLD HEALTH ORGANIZATION, Annual 
Epidemiological and Vital Statistics, 
1957—Albert F. Wessen 

WoRLD HEALTH ORGANIZATION, Mental 
Health Problems of Aging and the 
Aged—James M. A. Weiss 

WRIGHT, BEATRICE A., Physical Disabil- 
ity—A Psychological Approaeh— 
Stanley H. King 


317 


323 


153 








